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Abstract
I am Because We Are.
(My never-ending story)
The emergence of a living theory of inclusional and responsive
practice
I believe that this original account of my emerging practice demonstrates 
how I have been able to turn my ontological commitment to a passion for 
compassion into a living epistemological standard of judgement by which 
my inclusional and responsive practice may be held accountable.
I am a story teller and the focus of this narrative is on my learning and the 
development of my living educational theory as I have engaged with 
others in a creative and critical practice over a sustained period of time. 
This narrative self-study demonstrates how I have encouraged people to 
work creatively and critically in order to improve the way we relate and 
communicate in a multi-professional and multi-agency healthcare setting 
in order to improve both the quality of care provided and the well being of 
the system.
In telling the story of the unique development of my inclusional and 
responsive practice I will show how I have been influenced by the work of 
theatre practitioners such as Augusto Boal, educational theorists such as 
Paulo Freire and drawn on, incorporated and developed ideas from 
complexity theory and living theory action research. I will also describe 
how my engagement with the thinking of others has enabled my own 
practice to develop and from that to develop a living, inclusional and 
responsive theory of my practice. Through this research and the writing of 
this thesis, I now also understand that my ontological commitment to a 
passion for compassion has its roots in significant events in my past.
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Chapter one
Introducing my inquiry 
My never-ending story




The purpose of this first chapter is to both introduce and to provide the 
reader with a framing within which to view this thesis. This thesis is the 
result of an intense period of reflection on my practice as a facilitator of 
healthcare improvement over a period of 6 years. It is a self-reflective 
inquiry into my practice (Marshall. 2001,2004) and throughout this period 
I have been asking myself the question “How can I  improve what I  do 
and develop a living theory o f  my practiceT’ (Whitehead, 1989). Through 
my writing I have been able to clarify how my originality of mind is 
demonstrated through the narrative o f my learning and the development of 
an epistemology of responsive and inclusional practice (Rayner, 2004) as I 
have engaged with others both creatively and critically.
Engaging in this process of inquiry and reflection into my practice has 
required a focus on my “lived experience” (Van Manen, 1997) and in 
particular how a period of illness as a child sowed the seeds of my passion 
for compassion. It is this ontological commitment to a passion for 
compassion that not only sustains the work that I do but I now understand 
that it also influences the way in which I do it. Throughout this period of 
reflection-in-practice this understanding has grown and I have been able to 
articulate for myself and for others what this means in my practice in the 
following way:-
• I enter into a conscious, dynamic relationship that first of all 
involves listening to the narrative of others.
• I respond to the narrative in a living and inclusional way allowing 
the narrative to connect with my ontological value of a passion for 
compassion.
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• My creative response is channeled by our dynamic boundaries 
which in turn channel and construct a co-created vision of a transformed 
future.
I have also explored how my practice is continually emergent and 
transforming as I respond to the needs of the people I am engaging with in 
a pedagogical relationship. This response communicates my embodied 
values which are also emergent and transforming and as I have been able 
to clarify them through my inquiry the act of clarification transforms these 
values into living and inclusional epistemological standards by which my 
practice can be judged. I will also show how my emergent methodology, 
a methodology that synthesises my understanding and interpretation of 
complexity theory and creativity demonstrates an original contribution to 
an understanding of life in organisations. Undertaking this process in this 
way has meant that I have had to find my own way through the research 
process in a way that has required an amount of “methodological 
inventiveness” (Dadds & Hart, 2001).
This methodological inventiveness also includes the creation of a DVD of 
my practice. The creating o f this DVD has enabled me to explore the 
potential of visual narratives in multi-media accounts for clarifying and 
communicating the meaning of inclusional and responsive values in the 
course of their emergence in the practice of my inquiry. I will 
demonstrate how through the creation and communication of this visual 
narrative the process o f clarifying and communicating the meaning of 
inclusional and responsive values which are informed by my ontological 
commitment to a passion for compassion, has enabled me to transform 
them into living and communicable epistemological standards of 
judgement. This also enables the validity of my contribution to 
educational knowledge to be evaluated.
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In the development of my practice I have engaged with and drawn on the 
work of others who share similar ideas from both the field of complexity 
theory and that of theatre in education and theatre for development. In 
particular writers such as Ralph Stacey, Douglas Griffin and Patricia Shaw 
whose work looks at the theoretical foundations of the ways in which 
complexity theory is being used to understand organisational change and 
who also place a particular emphasis on the day- to-day relationships 
between people in organisations. I have been further influenced in my 
practice by the ideas of inclusionality from Alan Rayner (2003) and I have 
also engaged with writers from the world of pedagogical theatre such as 
Augusto Boal and Bertolt Brecht and educationalists such as Paulo Freire. 
This thesis will also demonstrate how my engagement with the work and 
writing of individuals such as those mentioned above has enabled me to 
both challenge and to develop my own practice thereby creating a living 
theory of inclusional and responsive practice.
My decision to use narrative in this thesis is an important one because it 
reflects the emergent nature of the writing of this thesis. In the early days 
of my writing I was finding it incredibly difficult to find a way to begin.
In a conversation with Jack Whitehead, my supervisor, about my writing 
he suggested that I may find it easier if I had someone in mind who I was 
writing for. This opened the door for me and enabled me to use my craft, 
the craft o f storytelling, to tell the story of my learning. What is exciting 
about storytelling is that it is uncertain and unpredictable but essentially 
people centred. Telling the story of my learning in this way has enabled 
me to capture complex problems more easily and has helped me to make 
sense of complex situations.
The Context
With a background in nursing, theatre-in-education and theatre-for 
development and experience of teaching in higher education, ini 992, I
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returned to the National Health Service and since then have been 
employed as a facilitator of healthcare improvement. From the period 
2000 -  2003 I became a research fellow in a mental health partnership 
trust in the department of old age psychiatry. In this role I was given the 
opportunity to undertake a sustained period o f self-study whilst leading a 
programme of change within the department of old age psychiatry. This 
placed me in a very unique and somewhat privileged position of being 
involved in the redesign of services at a grass roots level at the same time 
as being able to influence policy at a strategic level.
I have found the approach to modernising health services adopted by 
strategists and policy makers throughout this period somewhat challenging for 
myself and those delivering the services. I began to question the way in 
which we were being encouraged to improve services, with an emphasis on 
output and measurement. I began to understand that real transformation 
requires ownership and engagement by those who are being expected to 
change. I now know that this understanding came from my embodied 
knowledge as a practitioner, was based on my experience and was the basis 
from which to develop my own living theory (Whitehead, 1989).
In this thesis I also reflect on and explore the way in which my inquiry led 
to a realisation of the way in which so much of what I was experiencing 
was both interconnected and complex. {Marshall,£004. pp. 309-329) also 
explores this in a recent paper and comes to the conclusion that from 
undertaking a self-study inquiry she has learnt, “...that living systemic 
thinking is long-term, emergent, never-ending activity, with any sense- 
making always open to re-vision as action, reflection and feedback 
unfold. Inquiry is key to living systemic thinking and takes many forms, 
being self reflective but also systemically engaged, and means taking 
strategic initiatives to learn more and track emerging data, knowing that 
I  will never fully know. ”
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As I began to apply my growing understanding of systems thinking, 
learning organisations and complexity theory, I also began to question my 
application of this understanding. My experience was telling me that even 
when taking a whole systems or living systems approach to organisational 
change and development the thinking was still around someone being 
outside of the system, designing the system, being in control, fixing 
things. I found difficulty with the notion that organisations are living 
things, which as Griffin (2002) points out this misses the point and that is 
that it is the people who are living and not the organisation. My focus in 
my practice is always concerned with people. For me what is more 
important are the relationships between the different individuals within the 
system and this came with a recognition that these relationships were 
dynamic and emergent in their nature and also had the potential for self­
organisation. (Stacey, Griffin and Shaw, 2000; Stacey, 2001; Griffin,
2002; Shaw, 2002 and Stacey 2003.)
I was also beginning to question the desire for traditional management to 
encourage uncertainty out o f the system, to yearn for agreement and 
consensus when my experience was telling me that tension and conflict 
and diversity were part of the creative process and were for me a crucial 
part of any creative process I engage in (Capra, 2002).
My exploration and engagement with complexity writers and complexity 
theory also reinforced my growing understanding of the importance not 
only of relationship but also with identity. I began the process of 
reflecting on the work I was engaged in and began to ask myself how I 
could draw on my embodied knowledge as a theatre practitioner and my 
growing understanding of complex organisations in order to improve my 
practice as a facilitator of healthcare improvement.
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Emergent Values
In a recent publication Dr Mark Williams (Williams, 2004) asks the 
following questions:-
How does one realise ones values one lives by?
How does one come to realise the importance o f  such values?
How does one communicate these values once realised?
How does one really live by such values?
How does one gain the courage to stand up against those who would 
destroy what you value?
Can one talk o f  these values in a doctoral thesis and thus join a body o f  
people whose task it is to support such endeavours?
(Williams M.C. and Dick B., 2004. p. 194).
During the course of this inquiry I believe I have been addressing similar 
questions and have been trying to clarify my values as they have been 
emerging in my practice. I have also been reflecting on how the values 
that underpin my practice are driven by my ontological commitment to my 
passion for compassion
At this point I want to say something about the process through which I 
have expressed the meanings of my values. This process is inclusional in 
the sense that ‘I am because we are’. I will show what I mean by this by 
explaining how the meanings emerged through my relationships that 
involved critical and creative responses. Here are my ‘statements’ of value 
that served the heuristic purpose of engaging the critical and creative 
capacities of two respondents, Shaun Naidoo and Jack Whitehead. I then 
responded to their responses in a way which helped me to clarify for 
myself the process through which I could communicate the meanings of 
my values.
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Here is my first iteration of my values on the 30th September 2000.
1. Ensuring a responsive practice
When I am working in this way I know that I am engaged in a relationship 
with the people I am working with that enables me to ensure that my 
practice responds to their needs. This means putting aside prescription 
and imposition and any preconceived ideas about what I think is needed. 
Rather I am able to create an environment where I respond to their needs 
with my embodied knowledge; I need to be fully present in the moment.
2. Developing inclusional relationships
Working in an inclusional way means that I embrace boundaries as places 
o f creativity and connection rather than places that create silos and as a 
consequence barriers to effective relationships. This is crucial in my work 
in the health service if I am to contribute to a way of working that brings 
people together, people who are very often excluded, such as patients and 
carers, in a process of transforming services.
3. Loving and respecting myself and others
The importance of love and respect for self and for others in my practice 
can not be emphasised enough. I learnt at a very early age how the pure 
and non arrogant love of self and of others can help us to develop more 
meaningful relationships that enable us to challenge and to question 
unsatisfactory practices. It is by engaging in this way that I intend to show 
how we can improve relationships and consequently our services.
4. Trusting myself and others
I have learnt how trust is very important not only in the kind of practice I 
engage in but also in our working lives. Learning to trust is a collaborative
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process and important in the development of conscious devising actors 
who are prepared to take creative risks.
5. Living my life creatively
Engaging my imagination both in my practice and in the way I live my life 
enables me to practice in a much more creative way. This process of 
knowing my values in order to improve my practice has enabled me to 
develop a greater understanding of how important this is to me. I believe 
that I am at my best when I am able to draw on my creativity not only as a 
way of sustaining myself but also in the way I relate and respond to others.
On the 30th September 2004 Jack Whitehead responded.
Dear Marian -  Pm  sitting here with Shaun, both working away on our 
computers as we respond to your statements about your values. We’ve 
talked about our tension and feeling o f  contradiction as we felt the 
‘certainty’ o f  your statements conflicting with your living theory o f  
responsive practice. We wondered i f  a more dialogical form  o f  
expression, involving your responses to our voices and responses to your 
ideas might be more consistent with the ideas in your thesis. The 
statements above, as they stand, appear as ‘discrete’ utterances that have 
become severed from your inclusional awareness andform o f  life.
We are wondering (I’ve talked this through with Shaun and he is 
focusing on what it might mean to make your statements more 
conjectural than their present form  as categorical assertions^ I  said that 
I ’d focus on responding with some ideas about the inclusional process o f  
meaning making that seems consistent with ‘I  am because we are’ while 
acknowledging that our understandings o f  our values can emerge from  
our responses to ourselves as living contradictions. I ’m feeling this
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tension between the living and dynamic communication o f  ensuring, 
developing, loving & respecting, trusting and living, and what I ’m 
experiencing as the static, lifeless, severing use o f  * certain ’ or absolutist 
language. I t’s as i f  at this point o f  your thesis where you are framing 
your values, you have returned to a logic and language that the rest o f  
your thesis has transcended in your living theory o f  responsive practice. 
Shaun has been responding to your statements about your values. I ’m 
wondering i f  you could find a way o f  expressing your meanings o f your 
values in a way that is more consistent with your living theory o f  
responsive practice?
My Response to my critical friends
My initial response to these comments was somewhat defensive. I had 
found the process of articulating my values in this way quite difficult.
As I looked at and reflected on the way in which I had written my values I 
began to see that I had indeed constructed something that was didactic and 
static and lacked what is for me fundamental. That is the importance of a 
dialogic process in enabling me to continually develop my knowledge and 
my practice. In my anxiety to create a written list of my values I had 
allowed myself to be intimidated by my assumption of what was required 
in order to fulfil Academic criteria rather than finding a way to express 
myself that truly reflected the emergent and inclusional nature of the 
values that underpin my practice. In this instance I was experiencing 
myself as a living contradiction as the expression o f my values became 
paradoxical with my practice. This illustrates the importance of the 
inclusional nature of my practice as I try to communicate the way in which 
I have transformed my ontological commitment to a passion for 
compassion to inclusional, responsive and living epistemological 
standards by which my practice may be held accountable.
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The following is my second iteration which I believe now communicates 
my values as they are emerging in my practice.
1. Influencing a responsive practice
When I am working in this way I try to engage in a relationship with the 
people I am working with that enables my practice to be responsive to 
their needs. This almost always means putting aside prescription and 
imposition and any preconceived ideas about what I think is needed and 
although this is not always achieved, I endeavour to create an environment 
where I respond to their needs with my embodied knowledge. I do this by 
trying to be fully present in the moment. Of course I do not always 
manage to achieve this and on these occasions I experience myself as a 
living contradiction as I struggle to live this value fully in my practice. I 
attempt to take moments when working to reflect upon my responses in a 
way that enables me to try to address my contradictions. Reflecting in this 
way both in the moment and post delivery is a significant aspect of how I 
respond to my-self and to others.
2. Working towards the development of inclusional relationship
Working in an inclusional way means that I try to embrace boundaries as 
places of creativity, connection and dynamism rather than places that 
create silos and severance and as a consequence create barriers to effective 
relationships. This is crucial in my work in the health service if I am to try 
to contribute to a way of working that brings people together, people who 
are very often excluded, such as patients and carers, in a process of 
transforming services. Developing inclusionality in my practice is always 
my aim but sometimes this way of working is very hard to achieve. This 
is because it is contrary to our usual day to day practice, particularly 
within healthcare organisations where we have preferred to develop 
impositional practices. This manifests itself in top down procedures, 
standards and protocols and creates hierarchies at an organisational level
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as well as at a professional level. Inclusionality is something that I am 
constantly searching to achieve in my dealings with others.
3. Loving and respecting myself and others
The importance of love and respect for my self and for others in my 
practice can not be emphasised enough. I learnt at a very early age how 
the pure and non arrogant love of self and of others can help us to develop 
more meaningful relationships that enable us to challenge and to question 
unsatisfactory practices. It is by engaging in this way that I intend to show 
how we can improve relationships and consequently develop the template 
based on love and respect that can help bring about the changes of our 
perceptions of self, others and the impact this can have on our services.
4. Trusting myself and others
I have learnt how trust is very important not only in the kind of practice I 
engage in but also in our working lives. Learning to trust others is usually 
a collaborative process, trusting self can be both collaborative and 
reflective and in some cases a process that involves confronting my own 
living contradictions as they develop and emerge from my interaction with 
others. The reflection of self and trust is important in the development of 
conscious devising actors who are prepared to take creative risks. I also 
believe that it is the basis of meaningful and creative relationships 
between people and can enhance the quality o f communications and 
recognition of identity.
5. Living my life creatively.
Engaging my creative imagination both in my practice and in the way I 
live my life enables me to practice in a much more creative way. Being
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sensitised to the engagement of my creative imagination in the way I live 
is one of the self developed attributes that I have. It is connected with and 
also enables me to engage in nearly all of the other values identified in this 
chapter. This contributes significantly to the process of knowing my 
values in order to improve my practice and has also enabled me to develop 
a greater understanding of how important this is to me. It encourages me 
to displace my ‘self in order to relate better to others. Conversely it also 
encourages me to displace my ‘self in order to reflect on my-self and by 
doing so help me address and reflect on who I am. I believe I am at my 
best and happiest when I am able to draw on my creativity not only as a 
way of sustaining myself but also in the way I relate and respond to others.
Also running through this list of my expression of my values is a sixth 
theme which I have decided to iterate as a theme rather than a value 
because of its importance throughout all o f my values. This process of self 
study, of undertaking an inquiry in to my own practice in order to improve 
my practice has enabled me to develop an understanding of the importance 
I place on my critical and analytical reflection on my practice. This comes 
from a desire to engage in a process of continual learning and o f living my 
life as inquiry (Marshall. 1999), that not only informs my own practice but 
can also be shared with others.
Communicating my learning
The story of my learning is complex and messy very much in the way that 
Senge and Scharmer (2001) describe is often the case with the process of 
knowledge creation. In the final throws of assembling this thesis I found it 
very difficult to separate the various strands of my learning and my 
practice. Setting it out in a linear way with chapter numbers was 
extremely challenging but I also believe that setting it out in this way 
enables the reader to engage with me in my sense-making process. I also 
believe, however, that the chapters can be approached in any order and the
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order that follows is simply the self organising order of my reflections in 
writing.
Chapter 2 describes the methodology I have used to undertake the 
research for this thesis. Here I place emphasis on the importance of 
developing theory from practitioner research (Winter. 1997) and how 
action research, and in particular living theory, (Whitehead, 1989) is itself 
an emergent methodology. I reflect on my lived experience as a 
practitioner / researcher (Van Manen, 1997) and tell the story of my 
engagement as a new researcher, the problems I have encountered and the 
way in which I have sought to resolve these problems. This problem 
solving has required the use of methodological inventiveness (Dadds & 
Hart, 2001).
Chapter 3 reflects on the process of creating a DVD of my work. I have 
recorded my practice throughout the period of this inquiry and offer this 
DVD as evidence of the claims I make in relation to my values and how 
these values once clarified have become living epistemological standards 
by which my practice can be judged. The making of this DVD was also a 
creative act and became a process of critical reflection and analysis as I 
observed myself in practice. Here my intention is also to create an 
alternative form of representation using the videoed images o f me 
engaging and practicing in order to communicate more clearly how I live 
my inclusional values in my practice.
In chapter 4 1 reflect on the significant events in my life and describe how 
I believe they have made an impact on the way in which I have developed. 
I also reflect on how my experience of illness as a small child and my 
training as a nurse has not only influenced the kind of theatre I became 
involved in but also how I have brought theatre for development into my 
work in the health service. I have also paid attention to the past in my
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inquiry in order to ask myself and to gain clarity as to how the life I have 
experienced so far, the challenges, the sorrow, the excitement and the joy, 
have made a contribution and continue to make a contribution to the way I 
live my life now and the values that I hold. In this way I have been 
engaged in a process described by Bullough and Pinnegar (2001) of 
joining history with biography. I also acknowledge that this may be 
perceived by some as somewhat o f a nostalgic process, I agree with 
Mitchell and Weber (1999) that nostalgia can be placed in the context of 
looking ahead and imagining particular scenarios for the future, in my case 
imagining scenarios that have the potential to transform our practice.
It is by paying attention to moments of humiliation in my own inquiry that 
I have been able to identify the roots of my ontological commitment to a 
passion for compassion and from this understanding demonstrate how this 
has now become a living, inclusional and responsive epistemological 
standard by which my work may be judged.
In chapter 5 I show how my engagement with complexity writers has 
influenced my practice as a facilitator. I also discuss traditional thinking 
and practice in relation to organisational development and argue for the 
need for an approach more suited to working in today’s more complex 
organisations. As I engaged with writers such as Wheatley, Lewin and 
Rogers, Stacey, Griffin and Shaw, I could see that they were exploring 
similar ways of working. The issues they were beginning to focus on such 
as relationship, listening and conversing were very similar to the issues we 
had addressed in theatre for development. By engaging with this literature 
I began to develop more confidence in my practice and this confidence in 
my creative experience encouraged me to begin the exploration of 
incorporating a creative approach within my practice as a healthcare 
facilitator.
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Chapter 6 focuses on the redesign of services for people with dementia.
In this chapter I tell the story of how I develop and engage with others in a 
process that uses a combination of complexity theory and creativity as part 
of the redesign process. Here I also aim to show how my embodied 
knowledge comes to the fore as I begin the process of responding to the 
needs of those I am working with in a much more creative way.
C hapter 7 continues the story describing an emergent methodology of 
creative practice. It focuses on the development o f a range of workshops 
that use the creative arts in synthesis with complexity theory.
It also describes how this has been as a result o f engaging in an inclusional 
and responsive process with the participants o f the workshops. In order to 
fully live my value o f ‘living my life creatively’ it was important for me to 
address this within my inquiry as well as within my practice itself. The 
focus of my narrative is also on myself as a creative arts practitioner. As I 
began to know myself in practice I was able to draw on and explore in my 
practice my understanding and experience of creative processes and this 
was happening in synthesis with my exploration of how complexity theory 
could apply to organisational development.
I was beginning to explore the possibility that if I was able to engage 
clinical teams in creative activities it may be possible to see an 
improvement not only in the way that they work together as a team but 
also in the way that they focus on the transformation of their services.
This would require a different kind of engagement, a different kind of 
participation thus enabling me to fully live my inclusional and responsive 
value of a passion for compassion in my practice. I believe that here I am 
able to show how a focus on creativity has made a contribution to this.
C hapter 8 describes how a process of inclusional and responsive practice 
leads to the development of the inclusion of devised theatre to
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communicate research. In this chapter I believe I am also able to clarify 
my meaning of a passion for compassion as it is emerging through my 
practice. As a creative arts practitioner I must also pay attention to the 
importance of performance and the educational and developmental 
potential of performance. I describe the way in which I now also include 
researched and devised theatre and performance pieces as part of my 
education and development purpose as well as involving the people I work 
with in creative processes.
Chapter 9 asks the question -  “So what!” what difference has this made 
to me, my practice and to others. In attempting to answer these questions I 
realise that my practice is often restless (Murrell, 2203) this is a result of 
the improvisational nature of spontaneity and creativity (Shaw, 2002), an 
essential feature of what I do. Although I believe that I am able to live 
happily with uncertainty it can sometimes result in disquiet amongst those 
who rely on outcome and closure (Rayner,2000). This inquiry has enabled 
me to identify how my values inform my practice and how when I am 
unable to live my values fully in my practice I experience myself as a 
Hiving contradiction’ (Whitehead, 1993). Whitehead describes how when 
this happens practitioners imagine a solution and this enables practice to 
improve and values to be lived more fully. I also recognise that this 
process is in itself a creative process as I am able to draw on my own 
creativity and engage others in an ensemble of creativity and improving 
practice. Working in this way has resulted in me often having to challenge 
the more traditional approaches to process improvement that are practiced 
widely within our health services. I believe that I am learning to embrace 
these challenges in a way that invites people to accompany me as they 
explore their own potential for transformation in a way that gives us hope 
for the future of humanity.
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Chapter Two
The Emergence of a 
Methodology
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“Research that produces nothing but books will not suffice. ”
(Lewin,1948. p.203.)
In this chapter I describe the process I have engaged in whilst undertaking 
research into my own practice. I also reflect on how my research 
methodology has emerged in a relational way with the development of my 
practice and the creation of an epistemology o f inclusional and responsive 
practice. I describe how I first became engaged with the more traditional 
research methodologies and through this engagement was able to develop 
a greater understanding and ownership of my own research process. I also 
discuss how I became introduced to and interested in action research and 
how I have needed to develop my own understanding and practice of 
action research in order to answer my research question “How can I  
improve my practice. ”
When I took the first steps of my doctoral journey they were slightly 
tentative steps. I had just graduated with a Master of Science Degree from 
the Department of Social Science at the University of Bath. Throughout 
the two years of study to gain this qualification I had set about the task of 
learning as much as I could about research methodology and had the 
opportunity to explore different research methodologies from both a 
quantitative and a qualitative perspective. I had undertaken two pieces of 
research, the first of which required the development of a national survey 
and involved an understanding of questionnaire design and analysis. I had 
originally thought that surveys or questionnaires were only useful when 
surveying very large numbers of people. Although I had chosen for this 
project to include the whole population of clinical audit leads in NHS 
Trusts, this was still a small survey of just over 100 participants. I was 
also influenced at the time by the work of Lindblom and Cohen (1979); in 
their writing they argue that the survey could well be the best available 
tool for social scientists. The information I gathered from this survey was 
useful but in this instance its use as an in-depth study was fairly limited.
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What my survey produced was exactly what Colin Robson (1993) predicts
in his writing that it would produce “  a relatively small amount o f
information is collected from any one individual. ” (Robson, 1993. p.49). 
The information I gathered from the survey had just skimmed the surface, 
it gave me a tantalising glimpse at what was happening in these 
organisations but I had managed to collect very little detail about 
individual experience and I wanted to know more. I now wanted to 
understand how individuals were going about the process of change in 
their organisations. This “glimpse” was telling me that they were finding it 
difficult to engage healthcare professionals in a multi-professional and 
reflective way and it also indicated to me that it appeared to be difficult to 
demonstrate that any improvement was actually taking place. I wanted to 
know more about what was affecting them and why they were finding it 
difficult (Naidoo, 1999). I made the decision to focus in in more depth for 
my second project. In the second project I used the methodology known as 
grounded theory, where a theory or hypothesis is developed throughout 
the research inquiry. Grounded theory was developed by Glaser and 
Straus (1967), Corbin and Straus (1990) and by Straus (1987). In 
grounded theory the researcher does not begin the research with a 
preconceived theory. The theory emerges from the data the researcher 
collects.
“ Grounded theories, because they are drawn from  data, are likely to 
offer insight, enhance understanding, and provide a meaningful guide 
to a c t i o n (Straus and Corbin, 1998. p. 75).
Through this exploration of research methodology whilst undertaking my 
Master of Science Degree in Social Research I was able to identify more 
clearly the way in which I wanted to undertake research for my doctoral 
inquiry. I became very interested in action research at this point and in my 
attempt to discover more about this as a research methodology I found that
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it seemed to be the most appropriate method for the inquiry I wanted to 
carry out. What I was particularly interested in is how action research 
itself appeared to be an emergent methodology that drew on a variety of 
different sources. I was excited by this as it seemed to have some 
resonance with the emergent nature of my own practice.
In order to develop an understanding of action research I found it 
necessary to undertake a review of the history of action research 
methodology. Ben Cunningham’s (1999) PhD thesis contains a review of 
action research and I found this was also a useful tool to help me with this 
process. His review indicates that action research was firstly associated 
with the work of Kurt Lewin and located within the traditions of social 
science. Lewin’s work identified the way in which change can be better 
achieved when workers are involved directly in that change.
(Lewin. 1946). Stephen Corey (1953) had identified that action research 
could be a means by which teachers in schools could improve their 
practice. At this time action research was still a process that was externally 
initiated and was also often externally undertaken and in this respect is 
different to the self initiated action research we think of today. Action 
research then became popular within educational settings in the UK 
through the work of Lawrence Stenhouse. (Stenhouse.1975). Stenhouse 
was encouraging the involvement of teachers in the research of their own 
practice but this still used external observation. It was not until the work of 
John Elliot and Clem Adelman (1976) and Elliott (1978) and (1991) that 
we see a move towards teachers researching their own practice. As I was 
becoming more interested in researching my own practice I was also 
becoming clearer about action research being a methodology that would 
help me to do this.
On completion of my Masters Degree in the Department of Social Science 
I made the decision to continue with my studies and registered as a PhD 
student. My reasons for doing this were two fold; firstly I wanted the 
opportunity to engage in an educational study over a longer period of time
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and secondly I wanted this study to directly impact on my professional 
development in order to improve my skills as a facilitator of healthcare 
improvement. One of the ways of doing this would be to undertake a 
study of my own practice. At the time I also began to be concerned about 
the kind of supervision that would be available to me and the kind of 
expertise that was available in relation to my choice of methodology. 
Throughout my previous study I had been able to access a wealth of 
expertise in relation to the more traditional research methods but I had 
been unable to find very little guidance on grounded theory. Without this 
kind of expertise available to me throughout the period of my grounded 
theory project I struggled with the methodology and much o f the time I 
had to rely completely on books. This for me was an unsatisfactory way 
to learn as I know I need to enter into an educational relationship in order 
to learn. I was determined that if I was to continue then I needed to find 
someone to supervise my research who was familiar with action research. 
In desperation I rang the switchboard at the University and asked the 
operator to put me through to the member of staff who was known for 
their expertise in action research, this was a rather unusual method of 
locating supervision but to my surprise after a moments silence the 
switchboard operator replied, “I  think you probably want to talk to Jack 
Whitehead in the Department o f Education, I ’m sure he’ll be able to 
advise you. ” I spoke to Jack briefly and arranged to meet him to talk 
further about my proposal for research and whether he would be prepared 
to be my second supervisor.
I found my first meeting with Jack to be one o f the most empowering 
encounters I have ever experienced. The entry in my research journal 
reflects this.
“This meeting was fabulous! -  for the first time ever at this university I  
fe lt my contribution was valued by a member o f  the academic staff. Jack 
helped me to realise how important my work is and that as a practitioner 
I  have an important contribution to make. Jack was also very positive
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about my research proposal', however, in terms o f action research the ‘I ’ 
is missing. He was o f course absolutely right because I  have just spent 
the past 2 years removing the ‘I ’ from my research -  as instructed. I  
have become the third person, the objective researcher, avoiding 
research bias. But I  know, in my heart that that does not make sense, 
how can I  ever be objective and unbiased. I  have a passion for what I  
am doing and I  want people to experience my passion, thank you Jack!
Reading this email now reminds me just how insecure I had become about 
what I understood the ‘traditional’ research process to be.
My decision to use action inquiry was based on the importance action 
inquiry places on the process of improving practice. I was also beginning 
to focus on myself as a practitioner with the intention of studying my own 
practice in order to improve it and I was not seeking to make 
generalisations, very much in the way that Marion Dadds (2004) 
describes. “Rather, it is seeking new understandings that will enable us 
to create the most intelligent and informed approach we can to 
improving our provision for those in our care. ” (Dadds, 2004. p.3.) My 
focus on my own developing practice and my desire to bring in a more 
creative approach to my practice was driven by and is still driven by my 
ontological commitment to my passion for compassion and through my 
practice to find ways in which I can contribute to an improvement in the 
experience of people who use our services. I was setting out to develop a 
better understanding not only of my practice but of the context within 
which I am a practitioner. Peter Reason and Helen Bradbury’s (2001, p .l) 
definition of action research adds to this.
uAction research is a participatory, democratic process concerned with 
developing practical knowing in the pursuit o f  worthwhile human 
purposes. It seeks to bring together action and reflection, theory and 
practice, in participation with others, in the pursuit o f  practical solutions 
to issues o f  pressing concern to people, and more generally to the 
flourishing o f  individual persons and their communities. ”
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My research journey has involved a process of inquiry, an inquiry into my 
own practice, in order to improve my practice and my relationship with 
the people I am working with. The process of reflective inquiry I have 
used is that of living theory action inquiry. (Whitehead, 1989).
Living theory action inquiries always start with the researcher asking a 
question such as “How can I  improve my practice?” This once again 
focuses the researcher on the T  because ‘I’ am researching my own 
practice. Jack Whitehead’s work places the emphasis on the lived practice 
of the researcher unlike in the previous tradition of educational research 
where social scientists come in to the classroom to do research on teachers 
and pupils. This kind of research is based on psychology and sociology 
and its results have been traditionally presented in a propositional form. 
Whitehead (1989. p.42) claims that representing research in the 
propositional form “masks the living form ”. The knowledge generated 
by the researcher about their own practice generates valid descriptions and 
explanations of educational practice and development and can then 
become a “living educational theory ” (Whitehead. 1989). I have taken the 
idea of living theory and developed it in relation to my own practice and I 
will refer to this as ‘the living theory o f  inclusional and responsive 
practice \  The development of the methodology used will emerge in this 
narrative along with the development of my practice.
Although I have been researching my own practice and asking myself the 
question “How can I  improve my practice?” ^ h is has not been an activity 
undertaken in isolation. In my day-to-day working life I am engaging 
with individuals and teams who are asking themselves the same question 
and so the question develops and becomes “how can we co-create an 
environment where we can improve what we do?” This process has 
meant that I have had to develop a way of working with people that is
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truly responsive to their needs through a relationship of inclusionality, 
trust and respect. Working in this way also encourages us to consider our 
lives in a wider context. As we develop relationships that take us beyond 
the usual boundaries of professions and organisations, these relationships 
widen and become interconnecting and branching creating networks of 
communication that can also have an impact on the creation and re­
creation of social formations.
Having to look critically at my own practice in this way has enabled me to 
develop a greater understanding of how I practice and what my practice 
consists of. I am then more able to make decisions as to how I could make 
improvements to my practice. It has also been important for me to be able 
to demonstrate that my practice had indeed improved. As part of this 
process I have, throughout the period of this inquiry, kept a reflective 
journal. This journal has been an important part of the research process 
for me both in enabling me to reflect on my practice but also in the act of 
the writing of the journal I have been able to gain additional clarity as to 
my practice and my learning. This also spills over into the way I live my 
life and this has much similarity with the writing of Judi Marshall in her 
description of “Living life as inquiry ” (Marshall, 1999, p.6).
“And yet a key theme for me in living life as inquiry is that my learning 
is enhanced by articulating it to myself and by opening it to comment by 
others. ”
This also influences the decisions and choices I make as to which stories I 
include. The stories I have included are ones that have been exceptionally 
influential in the way that I have learned about myself as a practitioner and 
have been significant in the way I have been able to improve and develop 
not only my practice but in my sense making and understanding of the 
context within which I practice.
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“It also involves seeking to pay attention to the ‘stories’ I  tell about 
myself and the world and recognising that these are all constructions, 
influenced by my purposes and perspectives and by social discourses 
which shape meanings and lives.” (Marshall, 1999, p.3).
I work very closely with my husband Shaun and over the past couple of 
years we have undertaken many projects together. Throughout this inquiry 
Shaun has supported me by taking on the role of critical friend. This has 
happened by way of critical conversations about work we have undertaken 
together and a reflection on each others work and ways we may wish to 
change what we are doing in order to make improvements to our practice. 
As we have grown up together in the world of Theatre in Education and 
Theatre for Development this is a process we have learnt to engage in as it 
is a routine part of our day-to-day practice. Notes from these critical 
conversations have also been entered in my reflective journal and on 
occasion, where it was possible, we have also video taped these 
conversations.
I have also been part of a wider group of action researchers at the 
University of Bath in the Department of Education. This group of 
reflective practitioners have also contributed to my overall validation 
process. An early entry in my journal describes my feelings following my 
first encounter with this group.
“I  joined this group this evening fo r the first time and what an 
interesting group o f  people they are. A very mixed group but the one 
thing they have in common is that they are all engaged in researching 
their own practice. Some are very experienced in this and in writing and 
sharing their writing. I  was able to contribute to the debate, much to my 
surprise and they were happy with my contribution. Later in the session 
I  did get a little lost and slightly confused by the language they were
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using in their critique o f each others writing Jack has asked me
to bring some o f my writing to next weeks meeting. I  am incredibly 
anxious about this but I  want to be able to share my writing with this 
group as I  would really value their comments. ”
The anxiety I was feeling about sharing my writing was further displayed 
in a conversation recorded in the entry in my journal following the next 
weeks meeting.
Me: Erm.. ..Fm afraid Eve failed miserably, I  have been so busy this
week, such a heavy work load at the moment, I  just haven’t had time to 
write a thing, so I  have failed Fm afraid.
Jack: (Laughing) You’ve failed  -  I  love it yo u ’ve failed -  what on earth 
do you mean you’ve failed?
Moira: What do you mean you have failed; it’s not about that, nobody 
fails here!
Me: Well what I  mean is.. .Fm actually not sure what you were
expecting from m e....I wasn’t really sure where to start...what to write 
about. Fm right at the beginning o f my research . . .I  don’t know 
anything yet!
Moira: O f course you know things -  You have so much experience -  
You are an expert in what you do.
Me: I  suppose it’s more to do with how I  write about what I  do. Fm
not sure how to reflect that in my writing.
Moira: Ahhh....how to satisfy the academics! Look you have just read 
this paper o f  mine and you said it spoke to you -  now you may have read 
it as an interesting ramble from  me -  because it is in narrative form  -  
when actually it is a very rigorous piece o f  academic writing.
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At this point we were joined by a late comer to the group who I had not 
met before and Jack asked me to introduce myself and to talk a little about 
me, my work and my research.
Jack: Marian, I  wish I  had recorded you then. Going back to what you 
said earlier about not knowing very much! You have just given us a 
beautiful account o f  what you do, how you are going to research it and 
what your inquiry involves.
When I read these early entries in my journal I am reminded how difficult 
I found writing about my practice in this way. I initially felt very 
threatened by this process. This was because of my earlier experience of 
writing academic research and the reaction from the academy to this kind 
of writing. It was also around this time that I made the decision to transfer 
from the department of social science into the department of education and 
Jack became my official supervisor.
My relationship with the action research group on a Monday evening has 
been an essential part of my research process. As I began to engage in the 
process of writing my thesis I have been able to share my writing with this 
group for their input and comments. This has been particularly useful as I 
have begun to focus my attention on to the synthesis of complexity theory 
and creativity in my work. The group has also been a very useful group in 
which to test out new ideas particularly with the development of 
characters as part of the devising process for pieces of theatre.
Narrative has also played a significant role in this process. My decision to 
use narrative as a means of communicating my research is for me very 
important.
Firstly it places an emphasis on and contributes to the importance I place 
on my own emerging identity; part of that emerging identity is the 
recognition of myself as a storyteller. There has been much vigorous 
debate about the use of narrative in research and Philips (1993) expresses 
caution and argues a need for narrative to be made “epistemically
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respectable.” He expresses concern that no matter how good and credible 
the story is it “tells me nothing -  absolutely nothing -  about whether it is 
true or false.” (Philips, 1993. p. 8). Jane O’Dea (1994) counters that 
argument in the following way.
".. ..the fact that we are speaking here o f “research ” stories does tell us 
something. They tell us that the incidences described actually occurred. 
And while we have all heard o f researchers faking the data in order to 
get a better, more reliable result, it is not their choice o f  research method 
that brings this about but the fact that they are dishonest researchers. ” 
(O’Dea, 1994. p. 96.)
In the telling of my story, the story of my learning, I have made a great 
effort to address these issues. I have done this by sharing my practice and 
my reflections in as open a way as is possible. The creation of a DVD of 
my developing practice has played a significant part in this process and 
contributes to the data used for my narrative.
The telling of stories is not solely for the purpose of entertainment but 
rather as Jane O’ Dea goes on to describe,
"... to encourage practitioners to reflect deeply and discerningly on their 
teaching practice, to see it from a variety ofperspectives, to uncover and 
bring to conscious awareness o f  the multiple levels ofpresuppositions 
that inform their perceptions and which determine (often unconsciously) 
their interpretation o f  particular situations. ”
(O’Dea, 2002. p.96).
Although in this instance she is talking about teachers using narrative to 
reflect on their practice I feel it is just as important for me in reflecting on 
my practice as a facilitator.
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Michael Connelly and Jean Clandinin also write about the importance of 
narrative in research. They use the metaphor of a landscape to capture the 
complex context within which teachers work.
“We view the landscape as narratively constructed: as having a history 
with moral, emotional and aesthetic dimensions. We see it as storied. 
To enter a professional knowledge landscape is to enter a place o f  
story.” (Connelly & Clandinin, 1999. p.2).
I use narrative in several different ways in my practice; I have used 
narrative to communicate research using a process grounded in the 
theories and practice of theatre-in-education. Theatre-in-education is 
traditionally located in schools as a method of enhancing the learning 
process. I have used this process to develop character and narrative to 
communicate research findings, particularly within my work to improve 
services for people with dementia. I have also used a process of collective 
storytelling within the clinical groups themselves as a way of sharing lives 
and experiences from different perspectives and as a way of collecting 
research data. Using stories in this way is similar to what Connelly and 
Clandinin (1999) refer to as “Stories to live by”. They use this phrase to 
describe how the link between knowledge, context and identity can be 
understood narratively. (Connelly & Clandinin, 1999. p.4.)
Stories are also recognised as holding potential for contributing to both 
social and cultural change. Cornelia Hoogland writing about the 
importance of story within an ecological educational environment 
expresses this in the following way:
“Stories conjoin emotions and intellect. Facts are presented in the 
context offeelings. The act o f organizing stories necessitates reflection; 
students need to consider what happens and how they feel about events.
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To tell a story is to create connections. Embodied connections. Stories 
embody lived experience -  they are meant to move us. Stories are not 
just so much talk, they are talk in action. They are what head-talk 
becomes when it is joined to the body, or what ideas become when they 
are fused to lived experience. I f  we want students to care about the 
environment, we need to ensure that our curriculum is designed to elicit 
such responses. Descriptive language -  facts and information -  can 
achieve certain educational goals. Facts can move people emotionally, 
but often they do not. However, when facts are presented in the context 
o f feelings -  as stories -  they engage people aesthetically. They appeal 
to people’s emotions and imaginations as well as to their intellect. Facts 
alone (disembodied knowledge) separate students from  the educational 
goal o f  creating a caring relationship between people and nature. 
Stories (embodied facts) can help to achieve such a relationship. 
(Hoogland,2003. p.216.)
My experience of stories, both in writing my own and in encouraging 
others to tell theirs is a similar one. The similarity is in the power of 
reflection-in-action in the telling of a story and in the power of 
communicating the emotional impact along with the facts. The telling of 
stories in the project “Breaking down the Walls o f Silence” (Chapter 6) I 
believe, powerfully illustrates this. McNiff (2000) p246 also emphasises 
the importance of our stories in generating theory particularly within 
organisations. These stories, like my own, describe the stories of people’s 
practice and can demonstrate clear evidence of the development of 
learning.
My use o f narrative within my research should not however be seen 
through the lens of empirical research. This story is an account o f my 
learning and although it may be useful for others to read it is important to 
note that I am not claiming that what I have undertaken is in any way 
generalisable or replicable.
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Throughout this inquiry I have found it important to address the issue o f 
validity in self-study narrative. In an article written by Robert Bullough 
and Stefinee Pinnegar (2001), the authors argued for the need for self- 
study researchers to develop a set of guidelines for quality. In response to 
this, Allan Feldman (2003) argues that in addition to this researchers using 
self-study also need to address the issue of validity. He concludes his 
argument by publishing a list of 4 criteria that he believes can increase the 
validity of self-study, these are:-
1. Provide clear and detailed description of how we collect data
and make explicit what counts as data in our work. That is, either 
within the text itself or as an appendix, provide the details of the 
research methods used.
2. Provide clear and detailed descriptions of how we constructed
the representation from our data. It is not always obvious how an 
artistic representation of research has arisen from the data. It would 
add to the validity of the representation if readers had some
knowledge or insight into the way the researcher transformed data 
into an artistic representation.
3. Extend triangulation beyond multiple sources of data to
include explorations of multiple ways to represent the same self-study. 
Because one data set can lead to a variety of representations it is 
important to show why one has been chosen over the others. A 
danger is in the construction of straw men. However, multiple 
representations that support and challenge one another can add to 
our reasons to believe and trust the self-study.
4. Provide evidence of the value of the changes in our ways of
being teacher educators. As I have discussed, self-study is a moral 
and political activity. If a self-study were to result in a change in the 
researcher’s way of being a teacher or teacher educator, then there
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should be some evidence of its value (Northfield & Loughran^ 1997). 
A presentation of this evidence can help to convince readers of the 
study’s validity.
I have attempted throughout my research to apply these principles to my 
work in order to ensure that I am addressing the issue of validity in what I 
am doing. I have collected data throughout this period in several ways. In 
the creative workshops participants have been encouraged to reflect on 
their experience and their learning and to suggest ways in which their 
experience may have been enhanced. I have also used a reflective journal 
to record my experiences and have found this a very useful way of 
explaining meaning to myself as a way of developing a greater 
understanding of my practice and how it can improve. I have on many 
occasions recorded myself in practice throughout this period with a DVD 
camera. I have also used this as a way of gathering stories from those 
people who have worked alongside me and contributed to my story.
I believe that in reflecting on and clarifying the meaning of my embodied 
values and transforming them into living standards of practice from which 
my practice can be judged I am continually addressing the issue of validity 
in the self-study o f my emergent practice. As I reflect on my practice and 
ask myself the question “How can I  further develop my practice?” in a 
process of spiral learning I am bringing to the forefront these questions as 
part of my validation process. I am also using multi-media not only for 
data collection but also as a way to communicate this process and to 
further validate claims that I am making in my research. (See DVD. “A 
never ending story” and Chapter 3, Expressing and clarifying my 
embodied values through the creation of a DVD.)
The process of this inquiry has enabled me to recognise and understand 
my motivations as guiding principles. These guiding principles are my
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embodied values and through my inquiry I have been able to understand 
what they are, their breadth, why they are important and in what way I 
now live them in my practice.
In my day to day practice as a facilitator of healthcare improvement I am 
engaging with teams that are usually quite complex in their make-up. In 
many cases teams are multi-professional and cross several boundaries e.g. 
Social care and/or education. Individuals can often be members o f more 
than one team and tension and conflict is a natural phenomenon. This 
creates difficulty for the traditional organisational management 
perspective that prefers to encourage harmony and compromise.
These tensions which are the source of organisational anxiety are well 
recognised in the organisational literature. For example, Stacey, Griffin 
and Shaw discuss these challenges to current management theory where 
the dominant discourse sees the role of the manager as one of "removing 
ambiguity and conflict to secure consensus." (Stacey, Griffin and Shaw, 
2000).
Douglas Griffin (2002) also argues that conflict is at the heart o f Mead’s 
theory of ethics. ” Conflict is at the very core o f  M ead’s theory o f  ethics. 
It is through conflict that we are continuously recreating our world and 
becoming ourselves, that is, our identity. ” He goes on to quote from 
Mead .’’I f  we were willing to recognize that the environment which 
surrounds the moral self is but the statement o f  the conditions under 
which his different conflicting impulses may get their expression, we 
would perceive that the recognition must come from  a new point o f  view, 
which comes to consciousness through the conflict. The environment 
must change pari passu with the consciousness. Moral advance consists 
not in adapting individual natures to the fixed realities o f  a moral
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universe, but in constantly 'reconstructing and recreating the world as 
individuals e v o l v e (Mead, 1908. cited in Griffin, 2002. p. 194).
This is very similar to Whitehead’s (1989) notion of T  as a living 
contradiction, which is at the core of my living theory methodology. It is 
in the gap between theory and reality when embodied values are not lived 
fully that the contradiction occurs. In my experience action research has 
enabled me as the practitioner to begin to understand these contradictions 
in my practice order to attempt to resolve them.
I believe that this form of action research differs from other research 
approaches I have used in the past because the research is carried out by 
practitioners into improving their own practice, into understanding this 
practice and into improving the conditions in which the practice is carried 
out. In this first person approach to research my T is engaged in asking, 
researching and answering questions o f the kind, 'How do I  improve what 
la m  doing?1 In relation to complexity theory the new 'fractal' that is 
brought into the system is the individual enquirer who is reflexively 
engaged in researching the process of living embodied values more fully 
in practice. The action inquiry/research process involves individuals or 
groups of practitioners expressing their concerns when their values are not 
lived fully in their practice - that is, 'I' exist as a living contradiction; 
imagining ways forward; acting and gathering data to improve practice 
and to enable a judgement to be made on the effectiveness of actions; 
evaluating the effectiveness of action in relation to values and 
understandings; modifying concerns, plans and actions in the light of the 
evaluations.
In researching and writing about my own practice and my own learning in 
this way and sharing the insights I have had within this process with a 
wider audience, I am hoping to be able to influence the way others
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approach their own learning. By the development o f my own living 
theory of knowledge I am hoping that others will be able to engage with 
my learning and in so doing influence their own.
I have also become aware through the process of writing my thesis just 
how interconnected the various strands of what I do, who I am and how I 
choose to live my life have become. In the initial stages of writing up I 
began to map the various sections of my life and found that this could not 
be undertaken in a linear way and what I created was more akin to a 
tangled web. Margaret Wheatley also talks about “webs o f  
interconnections ”.
“Our Zeitgeist is a new (and ancient) awareness that we participate in a 
world o f  exquisite interconnectedness. We are learning to see systems 
rather than isolated parts and players. Under rather austere titles o f  
systems thinking or ecological thinking, we are discovering many things 
worthy o f  wonder. We can now see the webs o f  interconnections that 
weave the world together; we are more aware that we live in 
relationship, connected to everything else; we are learning that 
profoundly different processes explain how living systems emerge and 
change. Many disciplines, in different voices, now speak o f  the 
behaviour o f  networks, the primacy o f relationships, the importance o f  
context, and new ways to honor and work with the wholeness o f  life. ” 
(Wheatley, 1999. p. 158.)
As I continued with this process I was reminded of the day we bought a 
trampoline for the family and the complex way we had to construct it to be 
o f any practical use.
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Journal Entry
I  recently bought an outdoor trampoline fo r  the family; it seemed like an 
excellent idea, something that we could all use fo r  fu n  and exercise at 
our own level. When we began to construct it in the garden the 
similarity o f  this process and the way in which my work has developed 
struck me.
At first it seemed a very simple process, a large circle had to be stretched 
and attached to the frame by a set o f very strong springs. We set about 
our task excited, hurried and certain that it would be up and ready for  
bouncing within a matter o f minutes! That was when the fu n  really 
started! I  managed to attach a couple o f  springs quite easily, as did 
Shaun and Daniel, but then I  couldn 7 pull the next spring hard enough 
to hook it on. I  sat back to reflect for a moment thinking I  had obviously 
done it wrong. I  then noticed that Shaun and Daniel were having the 
same problem. Each o f us had approached the task individually, 
without communicating; simply focusing on the task, head down,
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without a sideways glance, eager for the finished product. What was 
actually required was that we communicate, relate to each other, and 
then attach each spring separately but in relation to the others. Each 
new spring was directly related to the others and the tension o f  each 
spring immediately affected the performance o f  the surface o f  the 
trampoline. After some debate we agreed a way forward which meant 
that as each new spring was attached the other 2 adjusted the tension o f  
their springs in order to accommodate the new spring thus improving 
the overall performance o f the bouncing surface. The surface then 
becomes a taut platform from which to gain creative energy.
Using the trampoline as a metaphor has enabled me to describe the way 
in which the different aspects o f  my development are intrinsically linked. 
Most importantly identifying the relationships and the connectedness o f  
the separate parts and how creative tension is crucial in encouraging 
emergent behaviour. This is also true o f  the way I  work with people 
within organisations. I  believe that successful organisations are built on 
relationships and recognition that an organisation is not a machine but 
a living and complex organism made up o f  people.
In our society and starting with our education our minds are sharply 
focussed on results, exams and league tables. This preoccupation does* 
not allow us to grow our creative selves or to fully understand our own 
identity. When this is combined, in our adult lives, with the machine 
metaphor o f  organisational life, it is hardly surprising that our creative 
selves stagnate.
Margaret Wheatley also writes about the importance of what she refers to 
as the “Participative universe. ” (Wheatley, 1999. p.68).
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“Participation, ownership, subjective data -  each o f  these organizational 
insights that I  gain from quantum physics quickly returns me to a 
central truth. We live in a universe where relationships are primary. 
Nothing happens in the quantum world without something encountering 
something else. Nothing exists independent o f  its relationships. We are 
constantly creating the world -  evoking it from  many potentials -  as we 
participate in all its many interactions. This is a world o f  process, the 
process o f  connecting, where “things” come into temporary existence 
because o f relationship. ” (Wheatley, 1999. p.69.)
This also resonates with the web of interconnections in the development of 
my living theory which has also been formed like the trampoline and uses 
similar approaches as described in my trampoline metaphor. This is 
important to bear in mind when reading this thesis as the reader may be 
inclined to read it in a linear way but in fact a discursive approach would 
also be a good way to understand the development of my living theory. I 
have undertaken the setting out of this thesis in a very traditional way, the 
chapters are numbered 1 to 9 but in fact the chapters could appear in any 
sequence as each is inextricably linked to all of the others. The 
complexity of what I do in my practice tied to the complexity of the 
context in which I undertake this practice is very difficult to reflect in this 
way. In the following diagram I have attempted to illustrate this 
complexity through the image of a trampoline -  each of my roles 
interconnecting and expressed as stories in chapters -  with the springs of 
the trampoline pulling each of the parts together in such a way as to create 

























As I am now in the final throws of the assembly of my thesis and 
reflecting again on the process I have engaged in over the past few years I 
have been conscious of the growth in both my knowledge and my 
understanding as I am creating my own living theory of my practice. My 
theory is a living theory because it is, and I am, in a continual relationship 
of developing knowledge. My research is focussing on my practice and 
my research into my practice, the process of asking myself the question 
“How can I  improve what I  do?” will continue even though my thesis 
will have come to a conclusion. That conclusion will be very much 
concerned with the living present it will be and can only be, a conclusion 
for that moment in time, momentarily catching a pause and a reflection on 
the meaning of what I am undertaking before we all move on again in a 
continual spiral of knowledge generation in an ensemble o f developing 
practice.
This process of critically reflecting on my practice and engaging with 
others in an inclusional and responsive way contributes to the pedogisation 
of my practice in the way that Freire (1973) describes. It also focuses my 
practice on building relationships “...that are aimed at individual and 
social transformation. ” (Laboskey, 2004.) As part of my inquiry I have 
been asking myself how I can live my values more fully in my practice.
This has involved me engaging with others “ in order to seek evidence
that changes did indeed represent improvement. ” (Russell, 2002, pp. 3-
4.) For me this is a crucial part of my inquiry, in my day to day work I 
often engage with people whose opinions and experiences are very rarely 
listened to. I wanted to ensure that by developing an inclusional way of 
relating and responding to those I am engaging with I would be helping 
them to communicate their voices along with my own. My passion for 
compassion is rooted in a firm commitment that each one of us is unique 
and much of my practice involves an exploration not only our uniqueness 
but also how we engage and respond to each other. I also recognise that
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this has become one of the ways in which I pedagogise my practice. 
(Bernstein, 2000).
This emergent process has also had an impact on the methodology I have 
used resulting in an emergent methodology. I call it an emergent 
methodology because as I am working in a creative and emergent way I 
have had to find my own way through both my practice and my 
methodology. I do not however see this as a weakness in either my 
practice or my research methodology. In fact I see this very much as a 
strength because I believe that by allowing myself to be creative I am 
much more able to allow my epistemological standards of judgement to 
emerge from what Dadds and Hart refer to as “Methodological 
inventiveness. ”
"The importance o f methodological inventiveness
Perhaps the most important new insight fo r  both o f  us has been 
awareness that, fo r  some practitioner researchers, creating their own 
unique way through their research may be as important as their self ­
chosen research focus. We had understood fo r  many years that 
substantive choice was fundamental to the motivation and effectiveness 
o f  practitioner research (Dadds, 1995); that what practitioners chose to 
research was important to their sense o f engagement and purpose. But 
we had understood fa r less well that how practitioners chose to research, 
and their sense o f  control over this, could be equally important to their 
motivation, their sense o f identity within the research and their research 
outcomes." (Dadds & Hart, 2001. p. 166).
They go on to describe how the choices that researchers make about 
methodological approaches should not be “cast in stone”. They should
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instead be informed by practice and as I am claiming that my practice is 
both creative and emergent my methodology should also be creative and 
emergent.
“I f  our aim is to create conditions that facilitate methodological 
inventiveness, we need to ensure as far as possible that our pedagogical 
approaches match the message that we seek to communicate. More 
important than adhering to any specific methodological approach, be it 
that o f  traditional social science or traditional action research, M ay be 
the willingness and courage or practitioners - and those who support 
them
- to create enquiry approaches that enable new, valid understandings to 
develop; understandings that empower practitioners to improve their 
work for the beneficiaries in their care. Practitioner research 
methodologies are with us to serve professional practices. So what 
genuinely matters are the purposes o f  practice which the research seeks 
to serve, and the integrity with which the practitioner researcher makes 
methodological choices about ways o f achieving those purposes. No 
methodology is, or should, cast in stone, i f  we accept that professional 
intention should be informing research processes, not pre-set ideas 
about methods o f  techniques”. (Dadds & Hart, 2001. p. 169).
I believe that by allowing myself to use a creative and inventive approach 
to the methodology I have used for this inquiry I have been able develop a 
greater understanding of my practice and the context within which I 
practice and that this has indeed enabled my practice to improve. I also 
believe that this living theory of my practice not only makes a contribution 
to but also extends the knowledge created by the growing body of living 
theory thesis. I believe that I do this by showing how an ontological 
commitment to a passion for compassion can be moved into a living
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epistemological standard of judgement which holds my inclusional and 
responsive practice to account.
In the following chapter I will show how as a consequence of being able to 
take a more inventive approach to this inquiry I have created a DVD of my 
practice that uses an alternative form to communicate my practice.
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Chapter 3
Living my life 
creatively
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Expressing and clarifying mv values through the creation of a DVD
In this chapter I demonstrate how through the creation of a DVD of my 
practice I have developed and built on my growing understanding of my 
emergent practice. I will also show how through the process of observing 
myself in practice I have been able to clarify my embodied ontological 
commitment to a passion for compassion. This process has enabled me to 
transform this embodied ontological commitment into a living and 
communicable epistemological standard of judgement by which I can now 
hold myself accountable.
When the process of communicating the narrative of my learning began I 
was concerned that my written word would be unable to communicate in 
the way I knew I could communicate using a different medium.
Sometimes I find that the written word can not fully communicate what is 
happening, particularly within a creative environment. For me in 
particular the written word can be restrictive, we miss the subtleties of 
seeing the relationships being played out before us. So much of what we 
communicate is communicated through body language, how we respond 
with gestures and glances and how we place ourselves in relation to each 
other and within space. Even how we enter and leave a space can speak 
volumes. As this plays a big part in my practice I wanted to find another 
way to communicate, another way of sharing my practice. Eisner (1995) 
also places emphasis on the potential for achieving greater understanding 
that may be difficult to express in words. As a performer it would be a 
natural step for me to create a performance piece as a way of 
communicating my ontological commitment to a passion for compassion. 
The performance of texts developed from research can also be used as part 
of the inquiry itself and I have also used this process as part of this 
inquiry.
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“Performance o f  the research text is an embodiment and representation 
o f the inquiry process as well as a new process o f  active learning. The 
possibility o f  active learning in each performance or recreation o f  the 
text exists through our ongoing commitment to maintaining the 
conditions o f  our relationship. Each performance is an experiential 
basis fo r reflection, analysis, and learning because in relationship we 
are ‘participants-as-collaborators (Lincoln, 1993, p. 42) Together we 
were able to draw out each others knowledge and strength. (McIntyre 
& Cole, 2001. p.43).
To create a performance text was tempting but it would always rely on me 
being present alongside my thesis to perform, this would be a little 
impractical. It was also for me less of a challenge. I wanted any readers 
of my thesis to be able to have access to my practice in a visual way, in 
this way any claims I make within the text o f my thesis can be tested by 
the reader who will be able to see me engaged as a practitioner. This 
would enable me to present to the reader an evidence base for any claims I 
may be making.
When I returned to Higher education as a student following a gap of many 
years I discovered that I had changed in a way that the Academy had not.
I had taken a very creative route and had found my voice through the 
medium of theatre and in particular theatre-in-education and theatre for 
development. My experience of undertaking a Master of Science degree 
at the University of Bath was that more value was still being placed on the 
traditional forms of representation of knowledge. I am aware that when 
trying to communicate my practice and my embodied knowledge as a 
practitioner, for me, the written word is very often inadequate. I also felt 
very strongly that as a creative practitioner and performer to exclude this 
from my thesis would be denying my self and the uniqueness of myself as 
I have engaged in the development of a living theory of my practice as a
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facilitator of healthcare improvement. I first o f all had to make a decision 
as to how I could include a creative representation of my work and what 
form that creative representation should take.
Since returning to the health service in 1992 I have been involved in the 
facilitation of healthcare improvement. Throughout this period I have 
been asking myself the question “How can I  improve my practice as I  
engage with others in a process o f  co-creating a better health service?” 
This inquiry focuses primarily on the last six years of my practice as I 
have tried to develop a more creative approach to working with colleagues 
drawing on the work of theatre practitioners such as Boal and Brecht and 
educationalist such as Freire. This approach, I believe, has lead to the 
development of a much more holistic and creative way of working which 
places particular emphasis on identity, relationship and communication. It 
was important for me to find an art form that the Academy would accept, 
if only in part, as a visual representation of the narrative of my learning 
but also one that I was satisfied communicated in a pedagogical way.
What I mean by this is that as I have engaged in this process of action 
research I have come to know my practice, I have developed a knowledge 
base and an understanding of my practice and this has allowed me to 
generate an epistemology of my practice. I want to share this knowledge 
base with others, both practitioners and those within the Academy in a 
hope that this will contribute to our growing understanding o f practice.
Throughout the period of this inquiry I have kept a video record of much 
of my work as part of my process of data collection. The more I looked at 
the video recordings the clearer I became about my practice, my embodied 
knowledge and the values I was living as part o f my practice. I believed 
that creating a DVD of my practice that included insights into my values 
would help the process o f transforming my values into living standards of 
judgement by which I would be more able to hold myself accountable. I
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also believed that engaging in this process in a transparent way would 
enable the validity of my work to be judged. Any claims I make within 
the writing of my thesis could be validated by seeing me living my values 
in practice.
As I began the process of editing my material and creating a DVD, a 
process that lasted for a period of about four weeks in November 2003,1 
was at first almost overwhelmed by the amount o f material I had amassed. 
I was initially daunted by the prospect of first o f all watching all o f this 
material and then creating something, in an artful way that would have the 
potential to be informative and also would be able to communicate what I 
needed it to communicate. Not only was I overwhelmed by the material 
but also by the technology involved in this kind of editing process. I made 
a decision to approach the making of my DVD in the same creative and 
disciplined way I would begin a devising process. When devising I need 
to immerse myself in all the research material I have amassed and then 
apply myself to a process of dialectically engaging with the material. In 
this process I am not only aware of myself as a “living contradiction” 
(Whitehead, 1989) I am also able to create characters and scenarios where 
these contradictions are re-enacted in a creative form in order to engage 
and influence an audience. Balancing this creative process with the 
additional challenge of familiarising myself with a confusing array of 
technical equipment stretched me at times to my absolute limits. I had 
many moments o f doubt when I questioned my ability to manage this 
complicated process but I was also encouraged by what I was learning 
about myself as I watched myself engaging in my day to day practice.
When engaged in a challenging and creative activity I also need to keep 
feeding myself aesthetically and I do this by walking in the countryside 
surrounding our home. I find that re-engagement with the beauty of the 
world in this way reminds me of my place within it. I become grounded
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by my sense of belonging to and having a place to be that connects me to 
everything else. As I walk I am acutely aware of my surroundings and 
myself and how the two are intertwined. For some reason this 
engagement with the natural world gives me a sense of purpose, a sense of 
being, a sense of belonging. This is certainly meant in a spiritual sense but 
not in a religious sense. This engagement with nature enables me to focus 
and reminds me of what it is that drives me, that drives my passion, that 
drives my inquiry and that is a need to make things better. I have come to 
understand through the process of this inquiry that I have a very powerful 
ontological commitment to a passion for compassion. When I talk about 
compassion, what I am referring to is unconditional and connects me to 
the other in such a way that I can not ignore. I have a need to try to get 
inside the other in a way that enables me to develop a greater 
understanding of them and as a consequence o f how we relate and respond 
to each other. This passion for compassion also comes with a hope for the 
future as I engage in a way that strives for improvement.
An extract from my research journal helps to communicate how important 
my engagement with the natural world is as part of this process of 
connecting.
Blank Document
I  always seem to make the same choice when opening a new file, but the 
description today, blank document, seems very appropriate. Today I  
have found it difficult to write, finding things to distract me, but at the 
same time feeling deeply that I  have something to write. Ifinally gave in 
to Shandy ’s big, sad, brown eyes and agreed to a quick walk. I  warned 
her it would have to be short as the light was already beginning to fade. 
In reality, despite her enthusiasm, short walks are what we should be 
limited too. Shandy is a Springer Spaniel and will be 13 in April, just 2 
days older than Daniel Like many Springer fs she refuses to grow old
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and faced with tall grass or a field  o f  corn she will spring on her back 
legs to her hearts delight and hang the consequences. The 
consequences fo r  a dog o f her age, with arthritis in her hips and a gross 
loss o f  sensation in her back legs are quite profound. She falls over, 
regularly, and fla t on her face but with that singular determination that 
dogs seem to possess, she drags herself up and carries on where she left 
off. As we walk up the lane on this cold winter’s afternoon, bathed in 
the light o f  a most glorious sunset, Ifin d  m yself reflecting on how many 
times I  have fallen on my face and how I  have struggled to pull myself 
back up onto my feet. Why have I  continued doing what I  do when so 
often it has been a struggle? Why am I  driven in the way I  am with a 
passion that so many times exhausts me? I  am suddenly shaken out o f  
my thoughts by an eerie sound. A t first I  am not sure what it is, it is a 
siren o f  some sort, but it is still a long way away and the way it echoes 
around the valley confuses me. There is a gate nearby into a field, 
which gives me a clear view o f  the road below and o f  our house. The 
sound gets closer and I  am now certain that it is an ambulance. Iam  
transfixed, unable to move and have to wait until it passes, blue light 
flashing, siren sounding, with an urgency that contradicts its speed 
which is slow and careful, taking at least 5 minutes to disappear. My 
thoughts then went to the person inside, their life obviously hanging in 
the balance. I  wondered about that life, whether it was short or long, 
happy or sad. It seemed to me all the more tragic because o f  it's 
proximity to Christmas. I  remembered the Christmas I  spent in Alder 
Hey hospital at 6 years o f age with my own life in the balance. I  also 
recalled another Christmas when I  was 8 when I  had sat quietly beside 
my beloved grandmother as she died in an armchair, beside the fire, 
with a mug o f  hot milk in her hands. I  remember the feeling o f  utter 
powerlessness, wanting it to stop but knowing that it was out o f  my 
hands, there was nothing that I  could do. Many years later, when I  was 
22 ,1 again diced with death. My new husband (Alex) and myself were
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taken on a sailing trip to St Margaret’s Bay by a work colleague o f  mine 
called Robert. Robert and Alex were both experienced sailors but I  had 
never been allowed to sail. I  was a strong swimmer and loved swimming 
but my mother’s younger brother had drowned on his 16th birthday and 
although she had insisted that we all learn to swim, sailing was 
something she had never allowed. I  was very excited, I  loved the sea. It 
was unusually warm and sunny for March and I  was wearing a pair o f  
shorts and an Aaron sweater, what I  thought was appropriate dress fo r  
an afternoon o f  sailing. As we launched Robert’s very small mirror 
dingy quite a brisk wind sprung up from nowhere. I  sat in the boat as 
Robert pushed us out into the water but before Alex could even get in a 
sudden violent gust took us o ff at a rate o f  knots. It was so exciting, so 
exhilarating it made me laugh out loud. Robert had managed to jump in 
just in time and he was laughing too. “ We had better turn around and 
get Alex, ” he shouted. I  turned around to look back at the shore and 
was amazed at how fa r  we had already gone. Alex was now just a dot on 
a distant shore, I  could just make out that he was waving frantically. I  
wasn’t sure how you turned a boat around and watched as Robert 
struggled with the sail and tried to swing us around. We were caught 
again in a sudden gust and the sail spun around and before I  could duck 
out o f  the way it struck me on the head and we capsized. As we both 
surfaced we were still laughing. Robert told me not to worry and to hold 
onto the upturned boat beside him and we would just pop it over. 
Unfortunately the bit o f  the boat that you kneel on underneath to right it 
snapped and we realised that we were not going to be able to fix  it. I  
panicked and instinctively tried to swim away back to the shore. It was 
then that I  discovered I  was completely tangled up in the boats rigging 
and I  was trapped. I  tried desperately to untie myself but after just 2 
minutes in the sea my fingers were frozen. Robert shouted to me to 
hang on to the boat and pointed out that swimming anywhere was a bit 
stupid. It was then that the realisation hit me “Are we going to drown?”
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I asked Robert. “Probably ” was his reply. O f course as things 
transpired we didn 7 drown, we were rescued by an RAF helicopter that 
happened to be in the vicinity. However, fo r  the half hour or so that I  
spent in the water, as the waves lapped over my face and I  lapsed in and 
out o f consciousness, I  saw my lived life flash before me. I  can 
remember feeling slightly amused that this does actually happen and 
also at the selection o f  images that flashed before me, some o f them deep 
and meaningful and some seemingly trivial. What is most significant 
fo r me though was the absolute clarity and truth with which I  was 
seeing. I  confronted truths that I  didn 7 want to confront or that I  had 
been afraid to face. Remembering these moments on this afternoon 
makes me wonder i f  it is this that drives me. Is it because I  have 
experienced moments o f absolute truth and clarity that perhaps this has 
given me the determination to try to fin d  that truth and clarity as I  
live my life now? Can it also be that having experienced moments o f  
total powerlessness I  have created an empowerment within me that 
engages me in other struggles? I  hope that as I  create my thesis, the 
story o f the creation o f my living theory that I  can begin to understand, 
in greater depth, my self.
Shandy died in January 2004 - I miss our walks
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Reading this extract from my research journal reinforces the importance of 
the natural world and the way the connectedness I have with the people 
and experiences in my life have made a contribution to my creative 
processes. I am also reminded of the work of Alan Rayner and his ideas 
on inclusionality (Rayner 2004) which have influenced the way I think of 
and try to practice in an inclusional way. I feel his notion that we should 
feed life with death rather than feeding death with life is particularly 
pertinent to the way I live my life. I think this comes from me having 
faced my own mortality at such a young age and as a consequence this has 
given me an acceptance of the certainty o f death.
These walks have also become an integral part o f the way I work with 
Shaun. As we walk we talk in great depth and detail about the work we 
are doing, trying to make sense of our experience and finding ways to 
move what we are doing forward in a creative way. I wanted to find a 
way of including our walking conversations in the video. I also find that 
music helps me to focus in a more creative way and I often find when 
listening to music I am relating the lyrics of songs to my work and this 
also helps to make meaning out of what I am doing. I wanted the music 
on my DVD to enhance its meaning.
The images selected for this DVD have been taken from several pieces of 
research undertaken throughout this period. Each of these pieces of 
research was undertaken for a specific purpose and where and when 
required were subject to approval from their local ethics committees, 
which in each case was granted. The focus of this DVD, which I have 
created to accompany my thesis, is not however specifically related to 
those research projects. My focus here is on my learning and in response 
to asking myself the question “How can I  improve my p r a c t i c e It is 
important to note that the clips used for this DVD do not include all the 
data available for each project. The clips selected for the DVD have been
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included because of their significance in illustrating a particular learning 
point in relation to either my practice or to illustrate my values in practice. 
It is also important for ethical purposes for me to point out that consent 
was obtained from those individuals present on the DVD. This consent 
extended not only to their contributions being included in each research 
project but was also extended to include this DVD and for any other 
educational purposes identified by the research itself. In addition express 
permission has been agreed for any copyright material that has been 
included.
C hapter 1 -  Introduction -  Time 2minutes 55 seconds
Chapter one places my research within the larger context of current affairs 
and the political climate of this period. I want to communicate the 
importance I place on context within my work. I also want to 
communicate the pressures that healthcare professionals, service users and 
carers were subject to throughout the period o f this research. In my ‘walk 
talk’ with Shaun I place emphasis on the importance of relationship in the 
work I do. I believe that by engaging in inclusional, responsive and 
dialectical relationships we have the potential to generate new knowledge 
that may help us to co-create social formations and as a result enable 
better environments in which to deliver and receive health care. I have 
also tried to find a balance between the statements made by the headlines, 
the constant criticism by the media of the health service and the bigger 
picture of the threat of war and global instability with the images of the 
people who contributed to my research. I introduced the image of the 
turning globe held together with sticking plasters to express my concern 
with global issues, my relationship with the natural world and the 
relationship between the two in order to offer a more unified view of the 
world. This I believe communicates the emphasis I place on my embodied 
value of inclusional and responsive practice. What I mean by inclusional
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practice goes beyond the notion of making sure we are all included to an 
understanding of our selves in dynamic relationship with everything else.1
“Inclusionality is awareness that space, fa r  from  passively surrounding 
and isolating discrete massy objects, is a vital, dynamic inclusion within, 
around and permeating natural form across all scales o f  organization, 
allowing diverse possibilities for movement and communication. 
Correspondingly, boundaries are not fixed limits - smooth, space- 
excluding, Euclidean lines or planes - but rather are pivotal places 
comprising complex, dynamic arrays o f  voids and relief that both 
emerge from and pattern the co-creative togetherness o f  inner and outer 
domains, as in the banks o f a river. 99 (Alan Rayner1 s website, 
www. bath. ac. uk/~bssadmr)
The choice of music here is also very important and it took me a long time 
to find a song where the lyrics felt appropriate. The song opens with “In
times like these, in times like those what will be will be., and so it
g o es  and it always goes on and on and on and 0«.”(Jack
Johnson.2003. Times like these. On and On.)
To me this communicates the sense of inevitability that was felt 
throughout this period particularly in relation to war and fears of global 
conflict and potential destruction. The singer also uses words with 
opposite meanings such as war and peace, action and reaction, birth and 
death. This reminded me of the importance of diversity and a wish for us 
not to see opposites in a negative sense but to value the richness that that 
difference can bring. The final words of the song “Somehow I  know it 
won 7 be the same,99 are important to communicate the process of 
continual transformation that I and the people I am working with are 
engaged in. As part of my ontological commitment to a passion for
1 Inclusionality and my growing understanding o f inclusionality and how that has 
progressed from a complexity theory perspective are discussed in greater detail in chapter 
4.
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compassion comes a hope that I have for the future. I believe I 
communicate this hope for humanity in the work that I am engaged in.
C hapter 2 -  Breaking Down the Walls of Silence -  Time. 9 minutes 27 
seconds
In this second chapter I show some of the work involved in the “Breaking 
down the walls o f  silence” project. 2 This project was established to 
improve the quality of the experience of people with dementia using our 
services. As the project lead I wanted to develop a more inclusional and 
responsive way of working that placed the patients and their carers at the 
centre of the work, so that we could develop a more patient centred focus. 
My emphasis on the responsive is also important. What I mean by 
responsive is that I believe that in my practice it is not enough to be 
inclusional. My passion for compassion means that I am bound to respond 
in order that together we can begin the process o f transformation for 
improvement. In my walk talk with Shaun in the opening clip I am 
expressing my delight at the way in which some of the service users and 
carers embraced this piece of work and welcomed me into their homes and 
into their lives. In the first 3 clips I am interviewing people with dementia 
and their carers in their homes. These particular clips have been selected 
because I believe that they are able to clearly communicate to those 
watching how I am living my values in my practice. The first clip 
communicates my passion for compassion by showing how I strive to live 
my embodied values of trust and love and respect for self and for others in 
my practice and that this is being communicated through the loving and 
trusting relationship that we have established with each other. The 
following clip shows Charlie reading a letter he had prepared for me. 
Charlie cares for his wife Marion at home. Marion has Alzheimer’s 
disease which is quite progressed and her ability to converse is limited.
2 A fuller account of this work is available in chapter 6.
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Charlie was anxious that he might leave something important out about his 
experience as a carer and how he had had to change in order to look after 
his wife. He was reading this letter out loud to me and I was listening to 
him and filming at the same time and I was very aware of Marion’s body 
language. I was worried that I was losing her as she was unable to engage 
in the conversation, I thought that she was feeling excluded and as a 
consequence had become disengaged. Marion then catches my eye and in 
a very beautiful moment of connection she makes a grand gesture behind 
Charlie’s back. I believe that this moment captured on video 
communicates the trust and respect and the inclusional and responsive 
nature of our relationship.
The following clip of my walk talk with Shaun describes the moment 
when I decided I should bring my experience o f theatre in education and 
theatre for development into my work in healthcare. I believe that this clip 
shows my growing understanding of my practice and also my 
understanding of the ways I can develop and improve my practice as a 
facilitator of healthcare improvement. I can do this by using a creative 
approach that can draw on my embodied knowledge as a practitioner in 
theatre in education and theatre for development. I also believe that it 
demonstrates both a concern and an understanding of the context within 
which I am working.
This chapter includes a character, Sue, devised from the research. In the 
first clip of Sue she is visiting her General Practitioner (GP) to express her 
concern about her mother’s health. The character of Sue was developed 
with a pedagogical intent from the information collected from the 
experience of service users and carers throughout this research. One of 
their concerns, which came up over and over again, was the importance of 
the recognition of the early signs of dementia, signs that are so very often 
not noticed or sometimes can be dismissed. Sue’s character
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communicates these concerns very clearly and in this situation they are 
again dismissed and she is reassured by her GP that her mother’s 
behaviour is nothing for her to be worried about. This re-enactment was 
devised from the many stories I collected from people who had had a 
similar experience. This lack of recognition of memory problems as being 
one of the early signs of Alzheimer’s disease can have a negative effect on 
the care and well being and potential outcome o f people in the early stages 
of this illness. Characters like Sue have been used as part of an ongoing 
programme of education and development for healthcare professionals 
particularly within primary care. With the development of characters such 
as Sue I am trying to make sure that the voices of people with dementia 
and their carers are included in the development of health policy and 
provision and I believe that this clip communicates the inclusional and 
responsive nature of my relationship with them. The methodology I use to 
translate research data into theatre is discussed in greater depth in chapter 
8, using the performing arts to encourage emergence.
Chapter 3. - 1 am because we are -  Time. 11 minutes 58 seconds
In this chapter I show some of the work involved in the research project “I 
am because we are”. 31 have interwoven selected clips from the interviews 
I conducted as part of the research for this project with clips from the 
characters in the game show we devised to communicate the research 
findings. These clips have again been chosen because of the significance I 
have placed on them in relation to their specific contribution to my 
learning and my growing understanding of my practice and the values that 
inform my practice. In this context I feel I am able to demonstrate the 
importance I place on working in an inclusional and responsive way. I am 
doing this by including the voices of those contributing to the research and
3 A full account o f this project is included in chapter 8. Using the performing arts to 
encourage emergence.
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also by the construction of a theatre form that allows the audience to 
participate in the theatre itself The performance of these three characters 
also enables me to communicate the empathic relationship I have 
developed with those I am portraying. The first character April 
communicates the stereotypes with which many people we talked to still 
see nursing and nurses. This was often in conflict with what those 
interviewed said was their experience when they were patients. The 
question of identity was a big issue for nurses, patients and those 
responsible for the development of nurse education. The character of 
May a newly graduated nurse who is grappling with a decision either to 
stay working as a nurse in a job she feels passionate about or to take up the 
offer of a lucrative position with a pharmaceutical company. The initial 
response from the audience to the character June was laughter as they 
recognised her from their own experience. The laughter of recognition is 
very important as it allows me as an actor playing the character to engage 
with them and fully express my empathy with the character I am 
portraying. June’s voice represents the voices of many nurses who I 
interviewed who expressed their frustration at not being able to do what 
they felt intuitively they wanted to do. They expressed their frustration at 
being locked into a system that only seemed to value outcome in the form 
of waiting times, delays, waiting lists and discharges. People we talked to 
about their experience as patients talked about the need to be cared for 
while in hospital. They needed to be supported and their expectation was 
that that was the nurse’s role, but their experience was that the nurses were 
often too busy to tend to their needs. What this event was able to do was 
to create an environment where, stimulated by the characters and the 
research, nurses could engage in a relationship where the issues that were 
raised could be discussed and challenged in an open, honest and 
meaningful way.
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I believe that in this context my practice has been both inclusional in the 
sense that I have been aware of and embraced the boundaries that prevent 
us from being inclusional. I have also been responsive in a pedagogical 
sense in that I have found a creative process that allows me to develop 
empathic relationships with the people I am working with in a research 
context. I am then able to give voice to their experience in a way that 
engages the audience / participants in a dialectical process where we all 
seek ways in which to live our embodied values fully in our co-practice. 
These pieces of theatre are not presented to an audience in an attempt to 
provide prescribed solutions but rather to stimulate and engage in order to 
encourage conversation within which people can address their own issues 
in ways that are meaningful to themselves.
C hapter 4 - National Service Framework for Older People -  Decision
Day -  time 33 minutes and 52 seconds
This chapter opens with me and Shaun walking in the beautiful 
countryside that surrounds our home. We are talking about the difference 
between this piece of work and the previous chapter “I am because we 
are”. The concern I am expressing here is whether with such a large 
audience we can still include an element o f participation in the theatre 
piece itself. We eventually agree that despite this difficulty we want to 
ensure that the audience is able to participate. This clip shows how 
important to me my embodied values o f inclusionality and responsive 
practice are. Showing how I respond to people telling me their stories by 
the creation of the character Joan I believe I am communicating love and 
respect for self and for others. I do this by entering into a relationship 
with the participants of the research in which I feel that I express trust, 
love and empathy and a desire to communicate their voices, voices which 
are so often stifled within society as a whole by our negative response to 
the elderly. My intention here is to share my passion for compassion in a
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way that will encourage those in the audience to consider their own 
practice within similar contexts.
In the first clip of Joan I have tried to communicate her understanding of 
her own ageing body and her determination to make the best of her 
situation. I was so often humbled by the elderly participants of the 
research by their determination to continue very often despite their 
relationship with healthcare providers rather than as it should be, being 
supported by them.
In the second clip of Joan I have tried to communicate through her voice 
how vulnerable older people can often be and again how very often the 
systems we put in place to help can often fail them. Comments from the 
older participants like “/  mustn't grumble” and “There's nothing down 
fo r you -  nothing -  is there?” reinforce these facts. When interviewing 
the older participants they would very often open the conversation with 
support for the health service, however as their stories unfolded there were 
many occasions when they had actually been treated very poorly. They 
talk about the pain they suffer in a way that communicated that they 
expected to have to put up with a certain amount of pain. The GP in this 
clip also reinforces this fact that very often healthcare providers expect 
older people to put up with more discomfort just because they are old. I 
found this difficult to accept and believe that this is because it violates my 
embodied value of love and respect for self and for others. In clip three I 
have tried to communicate this through Joan by her desire to return home 
but also to have the support she needs in order to live her life in the place 
she wants to be rather than to have to give up her independence and live in 
a nursing home.
This chapter I believe also demonstrates how I am reflecting on my 
practice in order to improve it. I show the development from chapter 2
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where I tentatively bring in my embodied knowledge of theatre in 
education and theatre for development to this chapter where I have not 
only devised a piece of theatre rooted in the research evidence but I am 
also sharing the research evidence with the audience in a way that enables 
my practice to be judged. Engaging in this process in this way allows me 
and my practice to be held accountable by myself and also by others.
Chapter 5 -  Creativity in a Complex W orld -  time. 3 minutes 34 seconds
In this chapter I was presented with somewhat of a dilemma and in the 
first clip of Shaun and I enjoying our walk talk I am expressing this 
concern. I want to communicate in this chapter some of the creative work 
I engage in with healthcare practitioners, carers and service users. Taking 
part in a creative workshop can sometimes make the participants feel 
vulnerable as they engage in a process that involves them in taking risks. 
The space that is created for them is one of a sharing of a mutual 
vulnerability and so they feel able to take risks as they know I am holding 
a safe space for them. The presence of a video camera in these situations 
can sometimes be too imposing and changes the nature of the work. I 
myself engage in creative workshops with other practitioners and I 
decided, with their permission, to include some clips from these. I also 
wanted to communicate some of the passion I have for what I do and what 
Jack Whitehead refers to as my “life affirming energy. ” This life 
affirming energy also communicates a hopefulness for the future and is 
clear to see when I am occupying a space where I know I am living my 
embodied values fully in my practice and the sheer joy of that experience 
can be seen in this chapter. The lyrics to the song express this also “When 
my heart skips a beat”.4 (Ben Harper. Steal my kisses. Beatbox mix.
1999) In the opening walk talk with Shaun I express the fact that if we are 
to be truly inclusional and responsive in our practice then our practice also
4 Chapter 7 - Being creative in practice, contains a full account o f the creative workshops.
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has to be improvisational. I can only be improvisational in my practice if I 
am able to express my tacit or embodied knowledge in a trusting and 
loving relationship with myself and the people I am working with. I 
believe that it is only through this engagement that our co-practice can be 
truly emergent.
Accounting for myself
When I was happy that the DVD editing process was complete I decided 
to present it to a group of Action Researchers in the Department of 
Education in the University of Bath. I wanted to share this piece of work 
with them in order that I could hold my claims to account. Jack requested 
the following by way of preparation “....to focus on the communication 
through a visual narrative o f your living standards ofjudgment that are 
being clarified through their emergent expression in your complex 
adaptive responses in particular relationship and contexts. One o f  the 
most significant things I  think you can do in your preparation is to focus 
on the language you use to describe your values to yourself as you see 
yourself in the different relationships and contexts through the DVD. ”
I once again felt very vulnerable as I shared my work with this group of 
people whose opinions I respect and value. I was also concerned that what 
I was communicating was in fact now second hand and with a medium it 
had not been developed for. Each piece of theatre has been devised from 
research for a particular audience. They have each been devised to be 
presented within a live context and with a pedagogical intent. It is also 
important to note that the pieces of theatre are never presented as stand 
alone performances that are delivered to an audience. Each of these pieces 
of theatre was used as a stimulus within a service improvement setting 
where audience members were engaged in a workshop setting where they 
were focussing on improvement. My concern was that here the theatre was
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now being communicated through a different medium, DVD, was no 
longer live, and was not created for this particular audience, the contact 
with the intended audience was now excluded. I hoped it would be able to 
communicate what I wanted it to communicate. The audience engagement 
had quite a profound impact on me, their questions were difficult and 
searching but I believe I was able to answer them in a way that satisfied 
their questions. The following are excerpts from the email responses to 
me on the following day.
March 2004
The contents o f  your visual presentation are way beyond anything I  have 
done myself or have seen from other researchers. Your Breaking Down 
the Walls o f  silence is brilliant. When you communicate with passion ‘I f  
we can know that it is the people who are important, then everything else 
will fa ll into place.9 You carry hope for the future o f  humanity through 
the care o f  your passion and your capacity to articulate.
Jack Whitehead
1. Ife lt your Hove and respect9 for (inner) se lf was evident in the 
radiance o f  your performance, that allowed you fully to express and 
enjoy your empathy with those you were portraying.
2. I fe lt your approach to be very important in 9 bridging the gap9 
between explicit ‘knowledge transfer9 (definitive language use, 
especially through the written word) and the ‘implicit 
communication9 (expressive language use) that awakens/evokes the 
latent understanding that is embodied in our human experience and 
unique personal situations.
3. I  feel the \power9 issue is sensitively dependent on where the power is 
coming from -  whether it is based in an impositional logical premise 
and hence authoritarian and hierarchical in style, or whether it 
comes relationally from the togetherness o f  co-creative relationship.
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Alan Rayner
You communicated the uniqueness and living nature o f  your 
embodied values o f  inclusional relationship, responsive practice, 
trust, love and respect fo r  self and fo r  others and the importance o f  
living life creatively. I  experienced A lan’s response this morning as 
most affirming. That was a wonderful achievement last night, 
showing why you valued so highly your theatre in education in a way 
that enabled the authenticity o f  your own values to shine through. 
Great.
Let’s not underestimate the importance o f  the embodied value o f  
humility in what you do. I t’s probably, alongside your empathy, that 
enables others to feel your genuine desire to hear their story and to 
relate closely to their concerns and to who they fee l themselves to be. 
Jack Whitehead
Iju st wanted to say how much I  enjoyed your D VD I  loved the
way you had chosen to present it -  that inter-leaving o f  words to 
indicate the issues, with the turning globe and other visual images at 
the beginning and the end, was strikingly effective and I  was very 
taken with how you linked your conversational planning with the 
Luckington walk. But most o f  all, your three role plays, the 
daughter who is so anxious and so caring about her mum, 
desperately hoping all these small signs don’t add up to something 
serious (but they do! They do! And then June, the caring nurse, 
who’s just bloody exhausted andfed up with all the red tape that gets 
in the way -  and the fact that staff are just too busy trying to cope to 
be o f  much support fo r  each other -  and finally the lady who is well 
aware o f  her ageing body but determined to make the best o f  it as 
she buttons up her cardy and turns a brave face to the world....
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Is there no way your disk can be submitted as a complimentary text 
alongside your written thesis. I t’s too important to be relegated to 
just an appendix.
Pat Darcy
There is a dilemma in that this DVD should form  a central ‘body’ o f  
your thesis. The University regulations as they stand don’t allow this 
because the main ‘body’ o f the text has to written text.
Jack Whitehead
So it is therefore within this context that I submit my DVD to the 
Academy, not just as an appendix to my thesis and unfortunately not 
either as a central ‘body’ to my thesis, but rather as an alongside 
partner to my written thesis. In this way I share my practice in as 
transparent a way as I can in order to hold my practice and the claims I 
make in relation to the way I try to live my values fully in my practice. 
I do this in the belief that it will make a contribution to a new 
scholarship of educational practice in the way that Donald Schon 
(1995) called for us to develop.
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Chapter 4
Making sense of my past
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“Where, or when or what is a beginning?” (Said, 1975. p. 29)
M arian Roberts age 2 years -  Liverpool 1956
In this chapter I will present a collection o f  narratives from my past and 
then my reflection on those narratives. The focus here is on my “lived 
experience.” (Van Manen. 1997, 2002.) It is my intention to understand 
how my everyday lived experience has shaped who I am and how I relate 
to the world, “...the world is given to us and actively constituted by us: 
reflecting on it phenomenologically, we may be presented with 
possibilities o f  individual and collective self-understanding and 
thoughtful praxis.” (Van Manen, 1997. preface.) I have also paid attention 
to the past in my inquiry in order to ask m yself and to gain clarity as to 
how the life I have experienced so far, the challenges, the sorrow, the 
excitement and the joy, have made a contribution and continue to make a
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contribution to the way I live my life now and the values that I hold. In 
this way I have been engaged in a process described by Bullough and 
Pinnegar (2001) of joining history with biography, “When the issue 
confronted by the self is shown to have relationship to and bearing on 
the context and ethos o f a time, then self-study moves to research. ” 
(Bullough and Pinnegar, 2001, p. 15.) Although this may be perceived as 
a nostalgic process I am in agreement with Mitchell and Weber (1999) that 
nostalgia can be placed in the context of looking ahead and imagining 
particular scenarios for the future, in my case imagining scenarios that 
have the potential to transform our practice.
“We posit that a pedagogy o f reinvention through memory has a 
political agenda that involves a deliberate remembering -  one which 
unconsciously *uncovers9 memory -  and which implies a relationship to 
schooling that is anything but nostalgic in the usual sentimental sense. 
Here we refer to the particular humiliation and pain that individuals 
might have experienced, and also how these experiences are linked to 
inequalities based on class, race, sex or religion. "(Mitchell and Weber, 
1999, p. 225.)
It is by paying attention to these moments o f humiliation and pain but also 
moments of joy in my own inquiry that I have been able to identify the 
roots of my ontological commitment to a passion for compassion and from 
this understanding demonstrate how this has now become a living, 
inclusional and responsive epistemological standard by which my work 
may be judged.
The purpose of this is to identify and to begin to understand how certain 
events in my past have, I believe, contributed to both who I am now and 
the way in which I practice. The stories I have decided to include here are 
what I will refer to as significant events. This is because I feel they are 
moments that have made a contribution to the development of my learning
78
and that have also had a significant affect on how my life and the values I 
try to live my life by have been formed.
To start at the beginning first of all means identifying a point in time 
where I began, began to be me, began the development o f my self, to 
develop my identity. I do not intend at this point to present a theory of self 
but rather to further a growing understanding of my ontological self. By 
this I mean developing an understanding on my being in the world. 
Developing an understanding of my own ontology was a very important 
part of my inquiry into my practice. It has also been recognised as an 
important part of self-study research.
“The consideration o f  ontology, o f one's being in and toward the world, 
should be a central feature o f  any discussion o f  the value o f  self-study 
research ” (Bullough & Pinnegar, 2004. p. 319).
As this part of my inquiry began I asked myself in what way have my 
experiences as a child contributed to the way I embrace learning / 
knowledge as an adult? Are there significant or critical events from my 
life that have defined the way in which I now choose to live my life, the 
values I have and the way in which I relate to others? This is particularly 
important to my understanding of my ontological commitment to a passion 
for compassion. In attempting to address these questions I have reflected 
on the development of my learning and my own search for knowledge
When I reflect on significant or critical moments what I recall is an 
emotional image. This emotional image is either one of great elation or of 
despair and humiliation.
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Starting School -  Excitement and Humiliation
I have been reliably informed that I was both a bright and intelligent child 
with parents who were passionate about the education of their children. I 
was the second child of four, with a brother three years older than me, a 
sister six years younger than me and a brother eleven years my junior. My 
father, a very kind and gentle man, had himself been unable to take up an 
offer of a place in higher education (he was planning to undertake teacher 
training) in order to support his parents and siblings financially by going to 
work. He was then called up to serve in the 2nd world war. He was 
serving in Monte Cassino where his battalion were “missing, presumed 
dead”, This experience profoundly affected him; the way he lived his life 
and the values he held, it was also an experience that he was never able to 
talk about.
Although he managed to provide well for his wife and 4 children he felt 
unchallenged intellectually, a feeling that stayed with him until his 
premature death at the age of 54 in 1977.
My parents decided that our local primary school was not going to 
stimulate me in the way they thought I needed and so I was enrolled in a 
catholic convent preparatory school in Liverpool City centre, a short bus 
ride away from my home. I was more than ready for school and very 
excited, particularly about my school uniform, which included a brown 
overcoat with a secret pocket. I felt like Jane Bond - expert in 
international espionage, with my very own top-secret pocket! I remember 
the first bus journey to school very clearly and also the feeling of power 
that having a secret, even if it was only a secret pocket, gave me. I was 
tom between shouting this secret all over the bus or simply enjoying the 
power that this unshared knowledge gave me. The nuns who taught at the 
school also wore brown, but when I try to remember them I can only 
picture them from their waists down to the ground. Around their waists 
they wore a leather belt and from one side of their belts hung a long
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crucifix and from the other side a large bunch o f keys, which jangled 
loudly as they approached. What I can never see, or remember seeing, are 
their faces.
I do however remember one day very clearly indeed. We had just returned 
from morning break and having been too busy playing with my new 
friends, I had forgotten to go to the toilet. I asked sister if I could be 
excused, she reminded me that I had had my opportunity to go to the toilet. 
As a punishment she lifted me onto the top o f a very high bookcase where 
I had to sit until the next break. Here I was asked to reflect on my sins, 
much to the amusement of the other children in the class. My face still 
bums at the memory of sitting on view, desperate to go to the toilet and 
unable to get down myself.
My time at the Demonstration School, however, was very short-lived as a 
serious illness resulted in a lengthy stay in Alder Hey Children’s Hospital.
This story embraces both extremes of my emotional memory. Firstly, the 
sheer excitement and exuberance of a 4 year old wanting to leam and 
ready to take on the whole world. The other extreme, which is probably 
familiar to many, is that feeling of utter powerlessness and the humiliation 
of a public punishment for a crime you don’t fully understand. O f course I 
was not in a situation where I could challenge what was happening to me.
I have experienced that feeling at other times in my life both as a child and 
as an adult. It is a totally crushing feeling as your emotions rise internally 
and are crushed against the external power that forces them back inside. 
This power is one that I recognise as being hierarchical and authoritarian 
and a consequence of what Alan Rayner refers to as impositional 
knowledge. (Alan Rayner. 2003). This conflicts with my need to embrace 
others in a more inclusional way, a way that I believe is much more 
creative allowing each partner in that relationship to contribute. It was 
here that I began to develop my understanding o f the needs of the other 
and the importance of listening to the voice o f the other. This was the
81
beginning of the development of my value of loving both self and other as 
I experienced a lack of compassion.
Alder Hey - rheumatic (dramaticI) fever
On the 12th October 1960,1 was wrapped in a large red blanket and 
bundled into an ambulance. A small crowd of concerned neighbours had 
gathered around the door and they clucked and tutted as I was carried past 
them. Although I now know that I was seriously ill I can still recall 
feelings of great importance and I was still able to enjoy being the centre 
of attention. This feeling was very short lived and vanished when my 
mother told me she had to go home and I would be staying in the 
children’s ward, where I remained for 3 months. I was 6 years old. 
Throughout my entire stay in hospital I spoke only to my visitors and 
refused to talk to anyone associated with the Hospital. The next morning I 
was told by a very excited nurse that my mother would be unable to visit 
me for a little while as we had a new baby to look after, my sister, bom on 
the 13th October. As a consequence I have always been reminded of my 
stay in Alder Hey when celebrating her birthday. This event however was 
to have a profound effect on my 6 year old imagination, it all made sense 
now, I had had a baby, of course, you had to go to hospital to have a baby, 
but where was she, this baby of mine?
When my dad came to visit me that evening he explained that she was my 
sister, not my daughter. This for me was even more sinister, the reality 
dawned, they had replaced me. I was probably going to be left here 
forever!
My time as a patient in Alder Hey was my first introduction to the NHS. 
Unusually for the time the consultant paediatrician looking after me was a 
woman, in fact the entire environment was female. The ward was staffed 
with a variety of nurses, all female of course and there were also the 
others, the play leaders who wanted me to play, which was a little difficult
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when you were not allowed to sit up and a large cage over my legs meant I 
couldn’t see anything. The person who impressed me most however, was 
the ward sister, sister ruled with a rod of iron. I decided that that was for 
me, I wanted to be sister. I wanted to change places with her, I wanted to 
be the one with the power.
In what way did this period affect and/or change my approach to learning? 
I believe it had a profound affect on my confidence and the way in which I 
present myself to the outside world. I had felt special and excited starting 
school for the first time and although I quickly realised that school was 
very different to what I had expected I was not anxious about going there. 
My treatment in hospital involved large doses of steroids and I had left 
there looking and feeling like the Incredible Hulk. I had doubled in size 
and I can clearly remember my mother’s distress as she tried to squeeze 
me into my clothes that were now several sizes too small. I felt so awful 
for her, I was letting her down, I was a nuisance, she was ashamed of the 
way I looked. In some way this feeling of not quite being what people 
expected, not to be a nuisance, not quite able to make the grade -  despite 
so many achievements, stays with me. I also believe that this is where I 
began to develop my passion for compassion. Suffering from a serious 
illness as a small child introduced me to the vulnerability of both myself 
and of other people. I can remember very clearly that the toddler in the cot 
next to me was visited by no-one for the three months he was beside me. I 
shared his fear of the dark and listened to him cry out for comfort -  but 
nobody ever came. I know that his physical needs were met but what I 
was also acutely aware of was that his fear and his loneliness were left for 
him to cope with himself. I believe that this experience awoke in me at a 
very early age a desire to try to make things better. I clung on to this hope 
that however difficult things may feel that we always have the potential to 
change the situation.
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Eventually I returned to school, but not back to the Demonstration school 
as it was agreed that I would not manage the journey, so at 6 years of age I 
attended our local Primary school. My stay in hospital and time off 
recovering had meant plenty of time for reading, which was my favourite 
pastime. This made it quite difficult for the infant school to manage me 
and I spent a lot of time with the Head Teacher in her office reading and 
talking about what I had read. I think that this period in my learning set a 
definite pattern in the way I approached learning. I could argue that this 
was a very student centred and self-directed approach and that I was 
benefiting from this. This was the first time, in an educational context, 
that I experienced a relationship that although still based on power, was 
different; this difference was experienced by me as incredibly 
empowering. Unfortunately our secondary school system, particularly at 
this time, was not able to provide the same individual approach.
Woolton Hall -  insignificant in grey
Grey lady walking the halls after dark searching for a 
happier time.
Grey girls walk and talk and search for knowledge and a 
future for themselves.
Some are greyer than others.
Some are overwhelmed by their grey matter.
I melt into the greyness but manage to sustain the red I hide
within.
You light the blue touch paper and I run.
(Naidoo. 2002)
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And indeed I did run, I ran as far away as I possibly could. The secondary 
school I attended was reputedly the best in Liverpool. I had excelled in 
the 11 plus and was able to choose the school I had dreamt of attending. 
Woolton Hall was a very traditional girl’s convent and some of the pupils 
were still fee paying. In our first assembly Sister Anne told us how we 
were “the creme de la creme” and that “the world is your oyster. ” The 
reality was of course that I didn’t feel that confident and those who were 
fee paying looked down on us scholarship girls. Despite this there were 
many opportunities to be had in this environment for those with the 
confidence to seize them.
Reflecting on this environment is quite interesting particularly in relation 
to secondary education today and the different levels of achievement from 
boys and girls. I cannot ever remember being prepared for a female 
occupation. The nuns never indicated that some career paths were better 
for boys, we could do whatever we wanted, well some could!
For me I had made my mind up at 6 ,1 was going to be a ward sister. This 
however was not good enough for my parents, particularly my father. He 
felt it was an underachievement and didn’t want me to feel as he had done, 
under-stretched. He was of the opinion that I should and could do 
medicine instead, as nursing, in his opinion, was a second rate profession, 
that I would be no more than a servant to the doctors.
In my heart though there was another voice, one that wouldn’t go away, 
but I couldn’t listen to this voice yet, so I ran, briefly, to France.
I spent several months working as a nursing assistant in an old people’s 
home in Reims in Northern France.
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“ Ma M aison” Time to reflect
I had been doing some voluntary work in Liverpool in an old people’s 
home and thought 1 knew the ropes but was totally unprepared for my time 
at “Ma Maison”. I think the name o f  the home is very appropriate, my 
house, and very much the philosophy behind the day-to-day running o f  the 
home. It was run by nuns, but they took a behind the scenes role. They 
were there to provide nursing care to the very ill and they ran the kitchen 
but the rest was very much the responsibility o f  the residents, their 
families and anyone else like me who had the privilege to be there. Ma 
Maison was the complete opposite to the very often sterile environments 
we provide for our elderly infirm. Life at Ma Maison was pretty good, 
being on the outskirts o f Reims meant it was very close to the champagne 
producers who were very generous and every evening meal included wine, 
with champagne for Sundays. The residents were also able to keep pets; 
one gentleman even had a pet monkey!
Resident of “Ma Maison” with his pet monkey and Susan a school 
friend who had come from the UK to visit me. 1972
The home also had an orchard and a small farm where the residents 
worked if  they wanted to and were able to. There was a great community
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spirit about the place and even those who were suffering from quite 
advanced Alzheimer’s disease were able to contribute to the day-to-day 
activities, with a lot of help from each other. What they all had though 
was a sense of purpose and achievement even if the most you contribute 
was a big lap from your wheel chair in which to catch the fruit that was 
shaken from the trees.
Jean was in his late 80’s when I met him at Ma Maison. Despite his years 
he was still a very fit man and was very proud of his strength. Jean had 
been a farmer for all of his working life, but when his “Heart” died he did 
not have the will to continue with the farm and he had eventually sold up 
and come to live at the home. Jean’s “Heart” was his wife, his childhood 
sweetheart who he had known all his life and they had married in their 
teens. Jean took care of the pigs at Ma Maison with love and care. Jean’s 
only regret was that despite his 80 odd years he had never seen the sea and 
it was his greatest wish to visit the coast before he died. I had the great 
privilege to accompany Jean and several other residents on a trip to the 
coast. I can honestly say that sharing Jean’s first sight of the sea with him 
was one of the most moving experiences I have known.
Working at the home in France allowed me the space I needed to make 
decisions about what I wanted to do. On reflection this environment was 
very different to the one I would experience as a student nurse. In this 
environment respect and dignity were almost taken for granted. The well­
being and happiness of the residents were as important as their medical 
conditions. Their opinions and ideas were always sought and acted upon in 
a way that recognised their life experience and wisdom of age. My 
decision to return to England and take up my place as a student nurse had 
been influenced by this attitude and my expectations were founded on this 
experience. The image created for me here is one of elation and 
empowerment I returned home excited at the prospects ahead of me,
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secure in the knowledge that I was embarking on a career that would 
enable me to make a difference. 1 knew I had the potential to be an 
excellent nurse and 1 also had a passionate commitment to working with 
people.
Learning to nurse
Florence Nightingale in 1856
I began my nursing career on the 1st January 1973. At that time the 
selection process for nursing was very competitive and I felt very 
privileged to have been accepted by my first choice, the Liverpool Royal 
Infirmary. My dad and younger brother escorted me to the door o f  the 
nurse’s residence; they were not allowed to come inside.
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It was 6 weeks before I had any real patient contact. The first 6 weeks 
were spent in the classroom environment where we began to cover the 
basics of nursing care. We were taught to give oranges injections and to 
take each other’s blood pressure. The day we were allocated our first 
wards had a very ceremonial feel to it. My first ward was Clarence Ward, 
a 40 bedded male medical ward. The words of my clinical tutor will stay 
with me forever “Marian, i f  you can get through your time on Clarence 
ward you can cope with anything!”
So why was Clarence ward so challenging? A forty-bedded ward is just 
too large. In those days there were no little bays or private areas it was 
just a long ward with 20 beds on either side, and a long dining table down 
the middle. The patients who were up and about had their meals at the 
long table. In between meal times the long table also held the ward book. 
The ward book was very important, it contained all our instructions for 
that day, and it was the main form of communication between the ward 
sister and the nursing staff. The day itself was manic, every patient had to 
be bathed and every bed made before lunchtime. There was also a very 
definite pecking order and a first year student nurse was the lowest of the 
low. My illusion of myself as the caring nurse mopping a fevered brow, 
and giving comfort to those in pain was shattered.
I can recall one specific incident, a very young man, a scientist from the 
university we were part of had been admitted following an accident with a 
toxic substance. He was very distressed because he had just been told by 
the Doctor that his condition would probably deteriorate, he had sustained 
damage to his liver and kidneys and this could result in massive organ 
failure, he was devastated. I was 18,1 was inexperienced, and I wasn’t 
sure what to do. He grabbed my hand and asked me to stay with him, I sat 
beside him and held his hand I can still see the fear in his eyes. I heard a 
noise behind me, the symbol of power, the dangling keys. “No work to do
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nurse! I ’m surprised you’ve got time to sit down chatting to patients, get 
on with something nowI” It was sister.
This was a very different environment from what I had experienced in 
France and from what I was expecting. Why was that? and what effect 
did it have on me at the beginning of what I wanted to be a long and 
successful career? I was overwhelmed again with a sense of 
powerlessness. I was part of a system that had been designed to 
maintain and protect a hierarchy of which I was at the bottom, except for 
perhaps the patients who seemed to have the lowest status. We 
were part of a system that disempowered the people it was there to 
support. Patients were dehumanised unlike the way in which “Ma 
Maison” had placed the patients at the centre, their needs were 
paramount. Here we were dealing with medical needs and ignoring 
individual human needs. What effect did this have on me? To a 
certain extent I could recognise the problem but as I was disabled by 
the system because of my place in the hierarchy, I was unable to do 
anything about it. I still felt motivated but knew that until I was in a 
more senior position I would be unable to change anything. It did 
however sow the seed of a passion that would grow and develop 
throughout my working life, a passion that directs me every day to find 
a way of working within the health service that fosters an environment 
where we value and respect each other and that that respect and value 
extends and embraces the people who we care for. A passion for 
compassion.
I can now see that it was with these experiences that my values of 
inclusional relationships, responsive practice, trust, love and respect for 
self and for others and living life creatively, were being formed. I can also 
see myself as a “living contradiction” (Whitehead, 1989) in that I was in 
the position of not being able to live my values fully in my practice.
90
In DVD chapter 3, “I  am because we are”, the third character in the 
story, June, experiences similar contradictions in being unable to live 
her values fully in the work place. She expresses this to the audience 
when she says “I f  we can know that it is the people who are importantf 
then everything else will fa ll into place. ” (June, “I am because we are”.) 
June carries with her in this statement a hope for humanity and a hope for 
the future.
My training continued for 2 years at the Royal and in my third year I 
decided to transfer to Addenbrookes hospital in Cambridge and took my 
final exams there. I also gained some experience as a staff nurse but 
finally gave up working as a nurse in the NHS in 1977 and decided to try 
my hand in the private sector.
Princess Grace “How the other half live”
The advert in the Nursing Times screamed out at me, “Are you ready fo r a 
challenge?” American Medical International was opening a brand new 
hospital in the centre of London. They were looking for a small group of 
nurses to be employed before the opening of the hospital to help with the 
final planning and the kitting out of the hospital. This was just the 
opportunity I was looking for; this hospital was to have the best equipment 
and the best technology. It was to be one of the first hospitals to include 
bypass surgery, which meant that they had to bring over their own bypass 
technicians from America. It was very exciting to be able to be part of 
something like this from the beginning. Learning to use the technology in 
the hospital was our first major challenge. The hospital had been fitted 
with the very latest in communication technology. Each patient had their
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own very luxurious en-suite room, which was great for them but a 
logistical nightmare for the nursing staff as you could only see one patient 
at a time. In order to deal with this and to make sure that the patients felt 
that they had direct access to a qualified nurse at all times each room was 
fitted with a communication panel. This was made up of a series of lights 
in different colours. When you entered a room you pressed the coloured 
light appropriate to your grade. In a master control room a panel would 
show where each member of staff was in relation to each patient. The 
rooms were also fitted with a two-way cupboard that you could access 
from within the room and from outside. If you were a patient who 
required something, perhaps some pain relief, you would call the 
switchboard and tell them what you required; the operator would see who 
was the nearest member of staff and talk to them via an intercom. The 
member of staff would put whatever was requested into the cupboard from 
the corridor, enter the room and remove the requested item from the 
cupboard, but from inside the room, as if  by magic. The owners of the 
hospital felt that this made you look more professional as it was very 
sloppy entering a room carrying medicine or equipment.
When we first opened and patients were at last being admitted I was faced 
with a huge contradiction. I felt that I was working in a very privileged 
environment but I found it more and more difficult to deal with this 
privilege. I was sharing a flat with a nursing friend who was working at 
Great Ormond Street Hospital. There were many evenings were she 
would return from work in a very distressed state because of the lack of 
resources available to the children she was caring for. She was having to 
face, on a daily basis, the outcome of these shortages and the impact it was 
having on the children she was caring for. It was very common for there 
not to be enough kidney dialysis machines available, for example. I was 
experiencing the opposite, people who were privileged enough to be able 
to queue jump and pay for treatment. This was an environment that kept 
profit at the fore front of its business.
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I was then faced with a very sudden and catastrophic event, my father died 
suddenly when I was on holiday in Cornwall. His death, in his early 50’s 
could probably have been prevented if  he had had access to the kind o f  
technology available to my patients who could pay for it.
r\
A family day out shortly before my father’s death.
At this point I knew I had to distance my se lf from healthcare for a while. 
My experiences had left me feeling too damaged; I was too involved and 
not strong enough to take up a fight. 1 needed to take time out to consider 
where to go next. This was not an easy decision to make and for a short 
time I made an attempt to deal with life on the ward but I knew that I was 
not able to give. All my energy was being directed into self-preservation, 
it was time to go.
93
Digging for victory “Where there’s muck there*s brass!”
When things were getting on top of my father he would take his frustration 
out on the garden. He would dig and weed and plant until all was well 
again with the world. In this way I think we are very similar, taking out 
our frustrations in a physical activity. I am much better at ironing when I 
am angry, but it isn’t a futile activity, as I work physically I find I am able 
to solve problems and imagine solutions. This happens because as I am 
engaged in the physicality of what ever task I have chosen I am also 
having an internal dialogue, a conversation with myself. Within these 
conversations with myself I can explore a variety o f creative possibilities.
Following my decision to leave nursing I had undertaken a course in speed 
writing and speed typing so that I could earn a living while looking at my 
options. An opportunity arose for me to join an archaeological dig in 
Canterbury, not something I had ever considered before but the thought of 
spending the summer out doors in such a beautiful part of the country and 
engaging in a physical activity was too tempting to resist.
The days on the dig were long and arduous but the sense of belonging to a 
team was quite overwhelming. We excavated a very deep pit under the car 
park of the Marlowe Theatre in Canterbury. There were plans to build a 
new theatre and this was an opportunity to look for more of Canterbury’s 
Roman past before the building work commenced. What I found most 
fascinating was how our history is revealed in layers beneath the ground 
and when a pit is excavated those layers are exposed like a giant history 
sandwich. We unearthed so many pieces of roman jewellery and coins 
and pottery it was easy to become complacent about the significance of 
what we were finding.
We tended to congregate in the theatre cafe and bar at lunchtime and at the 
end of the day so long as we weren’t too dirty! I had also become 
involved in a local amateur production o f A Winter’s Tale, I had joined the
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company a little late to be included in the casting, so was helping out with 
props and costumes until they realised there was a very important 
character missing, there was an opportunity for me after all. They needed 
me to play the bear; Shakespeare’s most famous exit line was mine. (Exit, 
pursued by a bear) and I was the bear! We were well known to the theatre 
staff and when a job came up in the publicity department they asked me if 
I would like to apply. At my interview I was asked if I was harbouring 
any secret ambition to become an actor, because they would not be 
interested in employing anyone who really was looking for a back door 
into the acting profession. I looked at him straight in the eyes, holding his 
gaze, my exterior calm and convincing, while at the same time, throughout 
my whole body, I was experiencing what I can only describe as electric 
shock treatment. My brain was screaming Yes! Yes! Yes! that is exactly 
what I want to do, what I have to do, while my mouth was calmly telling 
him no, no, I have no secret desire to be an actor!
On reflection the emotional memory that I have here is one of warmth and 
sunshine. This was for me a very significant time and I was fortunate 
enough to have been able to take time out at this point in order to think 
about my future. It was also a very healing time for me and also for my 
family, learning to live on a daily basis without the love and influence of 
our father. My younger brother was only 11 when he died, a very difficult 
age for any boy. He was trying to deal with growing up and he was at an 
age where for boys it is becoming more difficult to show emotion. My 
younger sister was approaching O levels, a very stressful time 
academically in any young person’s life. My mother who was only in her 
late 40’s was trying to adjust to a life of bringing up her children alone at 
the same time as trying to deal with her own loss. I can see now that some 
of the decisions I made at this point in my life were directly linked to 
wanting things to be better. One of these decisions was to rush into what 
was to become an unsuccessful marriage, but for both o f us it was the right
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thing to do at the time. I can see now though that I was probably using 
this to give me a strong basis from which to make some very difficult 
decisions about my future. Although it was impossible for us to sustain 
our marriage beyond its first year it was not a destructive time but a safe 
platform from which we leapt together, but landed separately.
The seed of recognition that was sowed when attending for interview at 
the Marlowe Theatre bloomed into a beautiful flower. The recognition 
that I wanted to pursue a career in the Theatre was of course only the start 
o f a lengthy process. I had many different reactions from my family, 
friends and colleagues to what they perceived was a very sudden and out 
o f the blue decision to throw away everything and apply to theatre school 
to train as an actor. Those reactions ranged from shock, horror and 
derision to amazing levels of understanding and support. There was also 
no guarantee that I would even make the first hurdle of getting through the 
audition process which was highly competitive. Once I had made the 
decision I knew that for me there would be no going back, I had to give it 
a go. In many ways it was indeed a quantum leap into a life of uncertainty. 
Also at the time I had no knowledge whatsoever of theatre-in-education or 
theatre for development. What I did have though at some intuitive level 
was the knowledge that theatre could be used as a vehicle for change. I 
can remember expressing a desire to be the ‘community actor’ in the same 
way that a community can have a ‘community midwife’. At the time I had 
no idea that this could well be a possibility.
Don’t put you daughter on the stage -  Finding the right course.
The process of attending auditions was frightening beyond belief. I really 
had no idea what to expect at all. The process for each drama college was 
also quite different, some sent you extracts from plays that they selected 
for you to prepare while others asked you to select 2 contrasting pieces
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yourself. Some colleges included improvisation and movement or singing 
and others just wanted your prepared pieces. I had very little experience 
of performing, in fact at my first audition when they talked us through the 
audition process I can remember wondering what improvisation actually 
entailed -  but of course I kept that to myself. Waiting together with all the 
other hopefuls I felt like a fish out of water. The other auditionees 
appeared to have a selection of outfits -  leotards, ballet shoes; - 1 had none 
of these things. What I did have however was a passion and as soon as I 
stepped out into the performance space my insecurities disappeared and 
something else took over. That something comes from deep within from a 
space, at the time; I had little experience of except in my imagination. I 
found that feelings and emotions I found difficult to express or 
communicate externally as myself were accessible if I was taking on the 
role of another character. I felt alive, I felt in charge, but not controlling, 
and I loved it. There was one college, Rose Bruford College who had set 
up their audition day in a very different way. The course at Rose Bruford 
College had originally been designed for teacher training. The old course 
focused on the use of drama in schools but was essentially a course for 
teachers. This changed over the years and of course has since changed but 
at the time there were 3 different courses available. The first of these was 
for technical training and was aimed at people who were more interested 
in the production side of theatre. It included stage management, costume 
design, set design and construction. The second course was very 
traditional theatre training and the third, which caught my interest, was 
called Community Theatre Arts. The CTA course as it was known, stood 
out from the crowd. What it promised was the development of conscious 
devising actors. This course looked very different to the others, it 
provided students with the same level o f professional training but also 
offered the opportunity to research, devise and tour original pieces of 
theatre. This was the course I applied for and the audition day also proved 
to be very different from the others I had attended. To begin with it was
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for the whole day and the interview panel also included students in their 
second year of study who worked with us and were available to answer 
any questions about life as a Bruford student. All the other auditions I had 
attended had been pretty stressful but this day I really enjoyed and it was 
with a great sense of excitement tinged with regret that the day had ended.
There was then a very long wait, made even longer by my impatience, 
until offers from Colleges began to appear. I was very fortunate and was 
offered places at 6 of the 7 theatre schools I had applied to. One of the 
offers came from Bruford's and for me there was no choice and I accepted 
my place on the CTA course commencing my study in the autumn of 
1979. The next 3 years changed forever the path that my life would take. 
These three years were for me extremely challenging but the skills I was 
able to develop there have been transferred into my life at every level.
Rose Bruford College -  finding me by being someone else!
Although we studied all of the dominant theatre methodologies on the 
community theatre arts course, particular emphasis was placed on the 
works of Constantin Stanislavski, Jerzy Grotowsky, Bertolt Brecht and 
Augusto Boal. The methodology that has influenced much of my practice 
is that of Augusto Boal. The now very famous work “Theatre o f  the 
Oppressed” was first published in this country in 1979 which coincided 
with the beginning of my actor education. In theatre of the oppressed Boal 
shows us that “all theatre is necessarily political”. This claim is made by 
him because theatre reflects life and life is always political. He also 
claims in the forward of the book that “...the theatre can also be a 
weapon fo r liberation. ” (Boal, 1979). Boal developed a kind of theatre 
that allows a dialogue to take place between the actor and the audience. In 
the traditional theatre the theatre is delivered to the audience and the
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audience receive the theatre, the relationship is one way. Boal uses the 
work of Paulo Freire who talks about the “transitivity” o f teaching,
(Freire, 1970). What Freire was describing is also a one-way street, the 
one-way street of imparting of knowledge from the teacher to the pupil. 
His argument is that the process of education should not be a one-way 
process. Education should always be in the form of a dialogue and 
teachers should recognise that they are engaged in a two way learning 
process, the pupil learns from the teacher and the teacher learns from the 
pupil. Boal in his subsequent work, “Legislative Theatre” quotes from an 
Argentinean teacher “I  taught a peasant how to write the word “plough”: 
and he taught me how to use it. ” (Boal. 1998. pl9). Freire calls this kind 
of pedagogical relationship a dialectical pedagogy. This differs because 
those in the role of student / learner bring their experiences into the 
relationship and are encouraged to use their experience to solve their own 
problems. This encourages them to take a more active role in their lives 
outside the classroom and perhaps to also bring about change.
Augusto Boal has introduced the work of Paulo Freire into his theatre.
Boal describes the development of theatre from the Aristotelian period to 
the present day. He describes Aristotle’s coercive system of tragedy as a 
“Powerful system o f  intimidation. ” (Boal, 1979. p.46). In Aristotle’s 
coercive system of tragedy the audience is introduced to a hero figure, the 
hero is likable, despite their flaws and the audience develop an empathy 
with this character. The audience feels alongside the hero, they share their 
feelings of happiness and good will. At this point in a tragedy something 
always happens to the hero and the audience feel fear on behalf of the 
character. The tragic hero then has to see the error of their ways, so as not 
to alienate the audience because they also see their own errors. There 
must always be a tragic end to the theatre in order to ensure catharsis.
Boal argues that this means that the audience does not have to think for 
itself or act for itself and instead instils a fear of change. “Aristotle
99
formulated a very powerful purgative system, the objective o f  which is to 
eliminate all that is not commonly accepted, including the revolution, 
before it takes place”, (Boal, 1979. p.47).
The theatre of Bertolt Brecht differs enormously in that it concerns itself 
with developing an understanding from the audience that the world is 
changeable. Brecht’s theatre is taken from social life from what he calls 
the “street scene” (Brecht, 1964). The street scene is given as an example 
of how what has become to be known as ‘epic’ theatre is developed. Epic 
theatre is the name given to a type of theatre that describes situations in 
very clear and precise ways. The events being described are told to the 
audience by a demonstrator and also includes the use of film projection to 
underpin a meaning. Brecht is also concerned with empathy or the 
arousing of emotion but unlike Aristotle not in an impassive way. In 
Brecht’s work the emphasis is placed on understanding the cause o f the 
emotion, which will hopefully lead to an opportunity for transformation. 
Brecht was also a Marxist and his political stance also informed his 
theatre.
“..a Marxist artist....mustpromote the movement toward national 
liberation and toward the liberation o f  the classes oppressed by capital. 
Hegel and Aristotle see theatre as a purging o f  the spectator’s 
“antiestablishment” characteristics; Brecht clarifies concepts, reveals 
truths, exposes contradictions, and proposes transformations. ” (Boal, 
1979. p i05).
In Brecht’s epic theatre the audience had to think and to judge for itself 
and this was achieved by them being distanced emotionally from the 
characters demonstrating the action. The theatre of Augusto Boal takes 
this one step further by involving the audience directly in the action o f the 
theatre in the role of what he calls “spectactor”.
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Rehearsing a devised play about the demise of the steel industry
What effect did all this new knowledge about the theatre and acting and 
the many other things 1 was experiencing in a very non-linear way have on 
me? When I reflect on this period I create an image in my mind o f  
intensity but in a very joyous way. I was finding me, my “I”, my identity, 
as I was preparing m yself to take on the role o f  other characters.
It is with mixed emotions I am at this moment in time observing my oldest 
son, Philip, going through a very similar process. Philip is an incredibly 
bright young man and at just 19 he has managed to maintain his passion 
for knowledge, very often despite rather than because o f  our education 
system. 1 can recall his first day at school he wandered out o f  the 
classroom with a puzzled expression on his face. I asked him if he had 
enjoyed school, he replied “mm it was OK” I shouted “see you tomorrow” 
to one o f  the other mums who I knew. “Mummy, why are we coming to 
school tomorrow, I went to school today, why do I have to go again?” At 
that moment his new teacher came out o f  the classroom and I suggested 
that he say thank you to her for today. He walked gravely over to his 
teacher and put out his small hand in an offer to shake hers. “Thank you”
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he said “Oh that’s my pleasure, see you in the morning” she replied. And 
then to my astonishment he said “Oh no I won’t be coming back 
tomorrow, I didn’t learn anything today, so I don’t think I’ll be back 
again.” The look on her face in the following moments as I bundled my 
son out of the door is a look I have seen on a few of his subsequent 
teacher’s faces as they struggle to answer him. I can divide his teachers 
into two distinct camps, there have been no grey areas, they have either 
loved him and found his questioning of the world stimulating and even 
labelled him as a ‘genius’ or they have really taken a dislike to him and 
thought him troublesome. He has been very successful academically and 
has a place to study medicine in October 2003, something that he has 
wanted to do for as long as I can remember. At the moment he is having a 
gap year and travelling across the Southern hemisphere. Before he left he 
had the opportunity to work with Shaun and myself developing a piece of 
theatre in education for children in year 7. His engagement with the work 
of Boal has had a profound effect on him, so much so that he is now going 
to give up his place to do medicine and study theatre instead. People are 
finding it quite hard to understand this transition but I understand it 
completely. There is, o f course, a part of me that is wanting to say “no 
stick with medicine it’s much safer,” but I can’t because I can share his 
awakening at a deeply personal level and I know he has to continue being 
true to himself. 5
Each half term at Bruford’s led to a performance of one sort or another. 
The first half of the term was usually a smaller version of a larger event at 
the end of the term. Throughout the term the classes were geared towards 
developing whatever skills you needed for the production. In my first 
term we were o f course thrown straight in at the deep end. We were given
5 Philip did in fact take up his place to study medicine and is now at the end o f his second 
year. Although he feels committed to medicine he is finding the way he is being taught 
rather disappointing and often unstimulating. There appears to be a lack o f opportunity 
for critical thinking which for students like him results in frustration.
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a series of stories that had been written by a group of Asian women who 
were working in a laundry in London. Our task at the end of a 4-week 
period was to devise a piece of theatre that truthfully communicated the 
issues we had identified from their stories. We all had to develop and 
perform authentic, believable characters that could interact with each other 
and tell their stories. This was an enormous challenge, as firstly not one of 
us was Asian and secondly we were not all women. We did actually meet 
the challenge and were able to present our stories to the rest o f the college 
and it was passable as a short piece o f theatre. What was more important 
was the level of learning we had been engaged in. In order to 
communicate on behalf of another we had to understand what they would 
want us to communicate. We spent time in a sweatshop, we worked 
alongside these women, several had been living and working in London 
for many years but still spoke very little English. We learnt about their 
culture and the role of women within that culture. We discovered what 
made them laugh and what made them angry and I experienced racism and 
the effect it had on its victims for the first time in my life. I was also 
developing a relationship with one of the students in his third year, Shaun, 
Shaun is now my husband. His help throughout this project was very 
important, his questioning and challenges made me delve deeper into my 
value system than I had ever been able to do before. His experience of 
Asian culture and his own experience of racism forced me to look at my 
own racism, which of course I naively denied. Shaun’s father is Indian 
and was bom and brought up in South Africa and moved to Glasgow over 
50 years ago. His mother was the white daughter of an Irish family and 
theirs was the first mixed race family in the neighbourhood. So Shaun’s 
experience o f racism is his lived experience. I found it very painful to 
discover that the white, postcolonial society that I had been brought up 
within was deeply racist and that until I confronted those values within 
myself and recognised my own contradictions I would not rise above it. I 
can remember having an argument with another student Paulette, who was
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one of my closest friends. She was talking about when she enters a room 
people see her firstly as black and then as a woman but when I enter a 
room I am seen firstly as a woman. I replied, again naively, that I didn’t 
see her blackness, I just saw her, Paulette, my friend, who I love, it wasn’t 
important to me what colour my friends were. I could never have been 
prepared for her anger and the disappointment she felt towards me. What I 
had said to her denied who she was, it denied her identity, denied that she 
was a black woman living in a white racist society and my denial of this 
fact to her was even more racist, what a lot I had to learn! Now when I 
remember these moments I can see how lucky I was to be in an 
environment w^re we were having to confront issues like this head on, 
trying to resolve them within ourselves in order to create a theatre that 
would engage others in a similar process. I was also able to begin to live 
my values in my practice more fully by being engaged in a process of 
relating to others in a more inclusional, responsive, trusting and loving 
way.
As part of this process, I have also been influenced by the post colonial 
writing of a Paulus Murray, (Murray, 2004). His writing has encouraged 
me to pay attention to the post colonial nature of inclusionality (Rayner, 
2004) and responsiveness in my work and to myself as the wife of a mixed 
race husband and as the mother of my mixed race children. Paulus also 
alerted me to his passion and spirit in Ubuntu, which speaks of the fact 
that a person is a person because of other people. I believe that in 
communicating my inquiry I am able to demonstrate how I have tried to 
fully embrace this in my practice by striving to move my ontological 
commitment to a passion for compassion to a living, inclusional and 
responsive epistemological standard of judgement. I am often amazed at 
how little attention we pay to issues such as compassion and respect in 
what we term the caring professions and beyond in society as a whole. 
Tackling issues of stigma and discrimination is at the forefront of what I
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do within mental health services where these behaviours are often 
experienced by the people who use our services. This is also recognised 
by Gaita in the following writing.
"Treat me as a human being, fully as your equal, without condescension 
- that demand (or plea), whether it is made by women to men or by 
blacks to white, is a demand or a plea fo r  justice. Not, however, fo r  
justice conceived as equal access to goods and opportunities. It is for  
justice conceived as equality o f respect. Only when onefs humanity is 
fully visible will one be treated as someone who can intelligently press 
claims to equal access to goods and opportunities. Victims o f  racial or 
other forms o f  radical denigration, who are quite literally treated as less 
than fully human, would b e - i f  they were to do it. The struggle fo r  social 
justice, I  argue, is the struggle to make our institutions reveal rather 
than obscure, and then enhance rather than diminish, the fu ll humanity 
o f  our fellow citizens.
To speak, as I  do, o f  fully acknowledging another fs humanity will, I  
know, sound like rhetoric to many people who would prefer to speak o f  
recognising someone fully as a person, or even as a rational agent, at 
least when, in philosophical mode, they try to make perspicuous what 
really is the bearer o f  moral status. My endorsements o f  Weil's remark - 
that love sees what is invisible - will sound even worse to them. In this 
preface I  can only plead that I  mean both and soberly. Later I  argue that 
improbable though it may seem at first, placing the weight that I  do on 
our humanity and on love rather than on, say, the obligated 
acknowledgement o f  rights, is more hardheaded than the longing to 
make secure to reason what reason cannot secure, all the while 
whistling in the dark." (Gaita, 2002. pp. 20-21).
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We were also learning how to perform -  believably -  but what does that 
actually mean and what did it entail. In order to communicate something 
to an audience you have to fully understand what it is you are 
communicating. If you are working from a script it is impossible to 
extract the meaning simply from looking at the words that are written 
down. You have to find the meaning, find what it is that the character is 
really trying to say, what they are feeling and then communicate it in a 
way that you know the audience is going to believe you. The development 
of a character happens on many different levels. There is the physical 
level, how do they differ physically from yourself? Are they heavier or 
lighter than you? How does this affect the way they move? How does 
their physical self affect the way they speak? How does the way they 
speak differ from the way I speak? Faster, slower, higher, lower? How do 
they relate to the other people in the scene? What motivates them? Where 
are the power relationships? How does the way we relate physically in the 
space affect our relationship? In order to answer these questions about a 
character I am building I have to be able to answer them about myself. I 
cannot make a journey to another place until I know where that journey 
begins. Who am I? How do I move? How do I speak? What do I feel? 
How do I relate to other people? What are my values? These are areas I 
had never even considered before; I thought if I said the lines beautifully 
then everything else would just happen around me.
Of course throughout the three years I studied theatre there were many 
highs and lows. There were times when things went very well but there 
were also many difficult times. Much of the work in the early terms was 
geared towards breaking down barriers, particularly physical barriers. I 
found this work particularly challenging. I learnt very early on that I was 
uncomfortable when anyone came into my personal space. I was 
uncomfortable with my own body. I had a tendency to become very tense 
physically if another person came too close. I had not known these things
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about myself; in our society we don’t get too close to each other. We are 
more reserved physically than in other cultures so I was not unusual. Over 
the three years I learnt many games and exercises that helped me deal with 
my physical insecurity. I became more aware of my body and voice. I 
was also beginning to allow myself to love me through developing loving 
relationships with others.
Boal divides the actors development into exercises and games with 
exercises aimed at “all physical muscular movement (respiratory, motor, 
vocal) which helps the doer to a better knowledge or recognition o f  his 
or her body, its muscles, its nerves, its relationship to other bodies, to 
gravity, objects, space, dimensions, volumes, distances, weights, speed, 
the interrelationship o f  these different forces, and so on. The goal o f  the 
exercises is a better awareness o f  the body and its mechanisms, its 
atrophies and hypertrophies, its capacities fo r  recuperation, 
restructuring, reharmonisation. Each exercise is a *physical reflection ’ 
on oneself. A monologue. An introversion. ” (Boal, 1992, p.60).
Games differ from exercises in that they are usually concerned with the 
body’s expression with others. The way in which we use our bodies to 
communicate, as Boal says, games “deal with the expressivity o f  the body 
as emitter and receiver o f  messages. The games are a dialogue, they 
require an interlocutor. They are extroversion. ” (Boal, 1992, p.60). 
Actors will use games and exercise together throughout their professional 
lives. They also play a vital role in developing all o f our senses 
particularly those of touch, sight and sound. Our busy lives give us very 
little time to be aware of these senses but actors have to develop these in 
order be freer and more receptive when working creatively.
The other area of an actor’s work, which has to be developed, is concerned 
with group dynamic. If, for instance, I have to fall backwards off a
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platform and have to be caught by a fellow actor I can only do that if I 
trust them. Actors work very hard on their relationships with each other in 
order to build trust. Actors also have to learn how to give and receive 
constructive criticism. We have to learn how to be truthful and objective 
both in the giving and receiving of criticism. All of these skills can be 
learnt by anyone and I have subsequently used all of these techniques with 
teams I have been working with in the health service.
The course at Bruford’s was unique in another area. It had been 
introduced to us as being student centred and also used a spiral learning 
curriculum. What did that mean to us in practice? We were taught how to 
write and use a reflective diary throughout the three years, which we had 
to start on day one. This diary was used at the end of each segment of the 
course as a means of identifying what you had learned, what you didn’t 
learn and where you needed to go to next. This demanded a rigour of 
analysis and reflection that I have attempted to keep throughout my 
working and learning life. It also demanded a commitment from the staff 
most of whom were incredibly hard working. There was also a policy to 
employ directors from the profession on a project basis to direct 
productions. This enabled the college to keep in touch with the outside 
profession on a practical basis. It was quite often difficult for guest 
directors to maintain the same level of rigour in terms of analysis and this 
was not the usual practice within the profession. This did not put the 
college off employing from within the profession as it was seen to be a 
very practical way of preparing actors for the reality of working in the 
profession in the real world, as a practitioner.
Discovering the educational power of theatre.
Until I went to Bruford’s I had never heard of theatre-in education (T.I.E.) 
in any shape or form, but I was very fortunate studying in London to have
108
access to several of the leaders in this field. My first experience of T.I.E. 
was watching a performance of “Ways o f  Change ” from the Cockpit 
T.I.E. team. The programme from the team was delivered in 2 parts each 
part taking a half day and the 2 parts were separated by about 3 weeks.
This particular programme marked a fundamental shift in the relationship 
between T.I.E. and schools. This shift was from a one off theatrical 
experience that could be delivered to as many groups of children in 
schools as was possible, to the development alongside a group of teachers 
that can be used as an integral part of the school curriculum. This meant 
that the theatre would have to be judged not just on its merits as a piece of 
theatre but also on precise and particular educational aims.
The theatre was set in the seventeenth century English revolution to 
examine “How and why change takes place”, (SCYPT Journal, 1980). In 
part one the actor/teachers use a combination of narration and 
improvisation to understand the different perspectives from different class 
groups by establishing different class identities. I was given the role of a 
peasant and when the suggestion was made that we should storm the 
Palace, I was ready to go and knew exactly what was at stake and what I 
was fighting for. It is important to acknowledge that I was in my 20’s and 
up until this moment was unaware until then that England had had a 
revolution.
The second part of the programme is a very rich piece o f theatre that uses 
imagery to examine the way individual characters experience change, from 
revolutionary change to personal change. The purpose of this is to 
provoke an emotional response from the audience, which makes direct 
links with their own experience and hopefully helps them to deal with 
change. When the theatre programme comes to an end the teachers use 
this stimulus across a whole range of lessons, History, English as well as 
Social Studies and Drama. The teachers were also provided with a
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teacher’s pack, which contained a wide variety of helpful material, which 
included excerpts from the theatre, photographs and suggestions for lesson 
plans. I was very excited by this whole experience; I couldn’t believe how 
much I had learnt from this and even now how clear some of the images 
from the theatre are. I wanted to learn more about T.I.E how I could 
become involved and also how this kind of educational theatre could be 
used with older audiences in local communities.
Woman The Healer
“A woman’s place is set, like a tightly woven net 
She’s chained to her position like a dog 
And if  by chance or fate she should happen to escape 
She’s a menace to the keepers o f  tradition 
So i f  you have the gift to heal but forget which way to kneel 
Get ready for a man made inquisition 
In the witching hour you come to your power 
You feel it deep within you  
I t’s rising, rising 
And you think it’s a dream 4til you hear yourself scream 
Power to the witch and the woman in me. ”
(Daly, 1973, p.63.)
In my final term at Rose Bruford College, I and the rest of my year group 
were expected to research, devise and perform a piece of theatre that 
would be accepted in the professional world. We were able to work with 
other individuals, in effect forming a theatre company, or to work alone on 
a one-person production. We could use whatever form we felt to be most
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appropriate and for a target audience of our own choosing. I had a lengthy 
session with Colin Hicks, my tutor at the time, we were reviewing my 
learning to date and identifying and agreeing where I needed to go next 
and what skills I would need in order to fulfil what ever I decided I would 
do. This student centred approach was at the centre of the spiral 
curriculum that had been introduced into the course. I can remember quite 
clearly as the session was drawing to a close he looked at me and held my 
gaze for what seemed like a very long time and then, “Marian” he said 
“you are carrying the nursing profession on your back, you need to deal 
with it. ” I was a little stunned by this and demanded an explanation. “Just 
think about it” was all he would say. I did think about, I thought about it 
a great deal and this thinking led me to research a part of history that up 
until this moment in time I knew very little about. I was reading a book at 
the time called “Beyond God The Father, Toward a Philosophy of 
Women’s Liberation,” 6y Mary Daly, and I was struck by the following 
excerpt.
“A most striking example o f the selective total destruction o f  a large 
number o f  women was the torturing and burning o f  women condemned 
by the church as witches. The most important medieval work on the 
subject, the Malleus Maleficarum, written by two Dominican priests 
(Sprenger and Kramer) in the fifteenth century proclaims, “it is women 
who are chiefly addicted to evil superstitions. ” This is, after all, only to 
be expected, fo r  “all witchcraft comes from  carnal lust, which is in 
women insatiable (Daly, 1973. p.63).
The authors o f the Malleus Maleficarum or The Witches Hammer, that 
Mary Daly refers to was the professional manual for witch-hunters. It 
asserts that among women, midwives surpass all others in wickedness. 
Michelet elaborates on this point “there is reason to believe that women 
who were midwives and who healed were greatly feared by the Church,
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for their power threatened the supremacy o f  the clerics”, (Michelet,
1958, p.77). I was shocked by this information, yes o f course I knew 
about the witch-hunts but my knowledge was quite limited. I decided to 
find out as much information as I could about the witch-hunts and the 
more I discovered the more shocked I became. The most striking thing 
about the research was my complete ignorance o f the numbers of women 
who were hanged or burnt at the stake. What is it about the teaching of 
history in our schools that it can ignore such an important and significant 
part of our history, particularly the history of women? There is of course 
much debate amongst historians about the number of people who died in 
this way and the numbers range from 30,000 to several million and the 
majority of those killed were women. Within this number of women there 
appears to be a significant amount of wise women, midwives and healers. 
What all of these women had in common was a perceived power and that 
power arose out of knowledge. In the case of the wise woman she was an 
expert in the healing power of herbs and was a source of help within the 
local community. This knowledge of healing was identified as being 
supplied to the women by the devil and as a consequence they were 
classed as evil. The Malleus Maleficarum clearly outlines this fear of 
women who are perceived as having power and how this power if not 
controlled by men will be their downfall.
“I f  we enquire we find  that nearly all the kingdoms o f the world have 
been overthrown by women. Troy, which was a prosperous kingdom, 
was, fo r  the rape o f  one woman, Helen, destroyed, and many thousands 
o f  Greeks slain. The kingdom o f  the Jews suffered much misfortune 
and destruction through the accursed Jezebel, and her daughter 
Athaliah, queen o f  Judah, who caused her sonfs sons to be killed, that 
on her death she might reign herself; yet each o f  them were slain. The 
kingdom o f  the Romans endured much evil through Cleopatra, Queen o f  
Egypt, that worst o f  women. And so with others. Therefore it is no
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wonder if  the world now suffers through the malice o f  women. ”
(Summers, 1971, p.46).
This clearly illustrates the feeling of the time o f the witch-hunts, that 
women who were perceived to have power or knowledge were dangerous 
and not to be trusted. This originates from the belief that women are 
weaker than men and also much less intelligent.
“..that since they are feebler both in mind and body, it is not surprising 
that they should come under the spell o f witchcraft”, (Summers, 1971, 
p.45).
Women are also perceived as being deceitful and cunning which again 
creates difficulties for men.
“And he means that a woman is beautiful to look upon, contaminating
to the touchy and deadly to keep For as she is a liar by nature, so in
her speech she stings while she delights us. Wherefore her voice is like 
the song o f  the sirens, who with their sweet melody entice the passers-by 
and kill them. ” (Summers, 1971, p. 46).
Although I was researching a period of history I was finding resonance in 
much of what I was reading and discovering about this period. As I 
thought about my experience as a woman and as a nurse several centuries 
later, I found myself identifying with the women I was reading about.
This was a significant time for me both as an actor and an educator. I had 
been influenced by the writing of Freire and Boal and combining this 
influence with my interest in this period of history I made the decision to 
research, devise, write and perform a piece of Theatre-in -Education. The 
theatre would be aimed at 14 and 15 year olds and their teachers. I wanted 
to work initially with young people in Liverpool, my home city. There
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were several reasons for wanting to work in Liverpool at this particular 
time and one reason was the generosity of the Education Department in 
funding my place at Drama College. At the time of my application the 
course at Rose Bruford college, like all other drama schools was not 
accepted at degree level. Rose Bruford college was accepted as a degree 
when I was in my 3rd year of study. This meant that successful applicants 
had to apply to their local authority for a discretionary award and 
Liverpool was known to be one of the most difficult to make such awards. 
I was determined to persuade the authority to invest in my education. 
Without this award, which would pay my fees, I would be unable to take 
up my place. In my interview I promised that if they were to support my 
application I would make sure that Liverpool would benefit in some way 
from the skills I would no doubt develop. This project for me was the 
beginning of that repayment. I knew that my education at school would 
have benefited from a Theatre-in -Education input, but to my knowledge 
there was nothing like this available to schools in the city. This for me 
was to be the first of several inputs into my home city over the years and 
since this time I have been able to input into the development of Theatre- 
in-education in Liverpool both directly and indirectly through my 
involvement in the education of actors within the city.
I also wanted to engage the young people I worked with in the whole 
process and to develop a relationship with them. I developed a workshop 
to accompany the theatre and the workshop happened about 2 weeks 
before the theatre. Working with those involved in this way allowed them 
to get to know a little more about me and me to find out about them. In 
the workshop we explored their understanding o f witches and witchcraft, 
they made costumes and used make-up to dress each other in whatever 
they decided was witch-like. The workshop then went on to explore, 
through the use of games, exercise and improvisation, the role that women
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play in today’s healthcare and later, in discussion, their understanding of 
the different roles played by women and men in today’s society.
I learnt so much from these workshops and the first 2 or 3 workshops 
resulted in some changes in the theatre itself. I had an expectation or 
perhaps it was a hope, that the stereotypical male and female roles would 
have changed since I was at school. The experience of this set of 
workshops was that at the level of discussion there was change but at the 
level of behaviour, displayed through role play and improvisation, sexism 
was still deeply embedded into the culture of both the boys and the girls 
participating. In one improvisation in particular I asked for 2 volunteers, 1 
to play a nurse and 1 to play doctor. The volunteers in most instances 
were boys for the doctor and girls for the nurse. There was usually 
willingness for the girls to play the role of the doctor, with encouragement, 
but the boys were always reluctant to undertake the role of the nurse. The 
interaction within the improvisation was also very interesting with the 
boys often commenting on their dissatisfaction with the tidiness of the 
ward and in the main placing the nurse in a subservient role. It was also 
interesting to observe that when the boys were challenged by the girls, 
they often resorted to personal insult as a means of defence.
My second visit to the school was to share with them the story that I had 
developed from the research. It was also important for me to show them 
what it was like to be an actor. I wanted them to see me turn up at the 
school, straight off the bus, with all I needed for the theatre contained in a 
backpack. I had no set, no lights, and no magic tricks up my sleeve. I was 
just like them, a girl from Liverpool, if I could do this then so could they.
I wanted to demystify the role of the actor and make that role as accessible 
to them as I could. In many ways this was very naive and I can remember 
my first visit to an inner city school in Liverpool being escorted to the 
classroom by a security guard. I entered the classroom only to be
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confronted by these huge teenagers who towered above me and I thought 
to myself what on earth have I let myself into. Many of the audiences 
were indeed challenging and I was not very experienced but on the whole 
they participated in the workshop and their teacher was usually there to 
lend a hand. The experience of leading the workshops enabled me to gain 
a little more insight into the kind of story I was developing. The character 
in the story had to be someone who they could all relate to in some way. 
They had to like her and develop an empathy with her. I had to engage 
them emotionally but I had to ensure that this did not result in catharsis but 
in an understanding of the causes of her predicament. I was also conscious 
that I didn’t want to create a victim, but I wanted her story to be told in 
such a way that she maintained her integrity in spite of her circumstances. 
The way I solved this was to involve the young people in the story. The 
story is about a young woman around their own age, her name is Alice. 
Alice is an engaging character, she is bright and energetic and someone 
who they immediately like. Before the story begins they help me to set up 
the acting area, which involved identifying the acting space, setting out 
where they are going to sit and scattering a selection of greenery around 
the floor space. We then discussed the format o f the story and how they 
were going to be involved. In the final scene Alice is tried as a witch and 
hanged and they need to help me with both the trial and the hanging. This 
instantly engaged them in the drama and the scene was rehearsed. I had 
prepared cards for them with their lines on, which were taken from the 
Malleus Maleficarum. We would then spend some time developing the 
characters in their role play and talking about this particular period in 
history. When they are happy with their performance we begin the story 
and they meet Alice for the first time.
Within the story I also introduced the role of the narrator who could move 
in and out of the drama and comment on the action. Alice and her twin 
sister Mary are the only children of a very wealthy land owner and his
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beautiful wife. They are identical in every way except for the fact that 
Alice is bom with a clubfoot. In the 17th century where the story is set, 
there is a lot of superstition and Alice is rarely seen outside her parent’s
i L
estate. When we first meet Alice she has escaped from her 16 birthday 
celebration into the forest where she finds peace. The party is also a 
celebration of the betrothal of her twin sister to the local magistrate. Alice 
talks to the audience about her love of nature and her friendship with the 
local wise woman, who she admires greatly for her knowledge, Alice tells 
the audience, “The wise woman says that, one plant grows fo r every 
illness that ails folk , imagine that, an illness, a plant, a cure!” She also 
describes how she saw the wise woman cast out the devil from a young 
woman in the village by reciting a spell.
“Shake her once more devil,
Shake her once well.
Then shake her no more 
‘Tilyou shake her in hell ”
As the story unfolds we learn that Alice is forbidden to continue to meet 
the wise woman but of course she continues her liaisons in secret. This is 
further complicated when her sister marries the magistrate as he is the 
leader in the search for witches. There is a point in the story where we see 
Alice collecting branches as she tells us the story of the wise woman’s 
capture and torture. As she tells the story she is making a traditional 
broom out of the branches, which symbolises her developing 
understanding of the importance of the role o f the wise woman. We see 
Alice make this connection and her realisation leads to her decision to 
continue in her place. At the end of the monologue she sweeps the floor 
with this symbol of witchcraft.
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“I  heard their voices clearly from my hiding place.... my blood froze.
There were many amongst them that I  recognised from the village.....
and there was 1 voice in particular, my sister’s husband, the magistrate. 
They had come to her house many times before fo r  medicine, fo r herbs, 
she had helped them all. Now they came fo r  another reason, to mock 
and to taunt and to accuse. They took her from  her home and they kept 
her for three days without food. She was tortured and her body was
shaved o f  all its hair. On the 4th day she was taken to the river ........
they tied her left wrist to her right ankle and her right wrist to her left 
ankle and they threw her in the river. A guilty witch will rise to the
surface and the innocent will sink........she sank. But they decided
....with all their wisdom.... That here was a particularly evil and 
cunning woman, she almost had them fooled. And yesterday, at noon, 
upon that hill, she was hanged by the neck until she was dead “A d  
Major um Dei Gloriam” For the greater glory o f  God. Whose God? A 
god who demands human sacrifice? A God whose body is fed  by the 
blood o f  my sisters? There is no magic! No witchcraft! Just simple 
skills that have been handed down through the ages... through the 
hands o f  women.....into my hands.” (Roberts, Woman the Healer, 1982).
Using the image of the broom in this way enabled me to show the 
contradiction between what we assume when we see the broom and the 
reality. In the workshop the young people always used the broom as a 
symbol of witchcraft. The image of the broom in the theatre is a concrete 
stage image but for the audience has meaning beyond its use in the theatre. 
That meaning carries with it the attitude of society towards witches and 
witchcraft. The very act of building the broom as Alice does while she 
talks to the audience also presents the powerful image of Alice deciding to 
take control of her own life and begin to transform it.
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Alice’s decision to leave her home and take up the place of the wise 
woman in her house has many ramifications for her. She is devastated by 
the decision of her father and her brother-in-law to forbid her any contact 
with her twin sister. Mary is expecting her first baby, the birth of the baby 
is not straightforward and after many hours o f labour, in desperation their 
mother smuggles Alice into her sister to see if she can help. Alice brings 
Mary some medicine she has prepared for her and her baby son is bom 
safely. The baby is perfect in every way apart from having the same 
deformity of the foot as Alice. Mary’s husband is outraged and accuses 
Alice of witchcraft. Alice is arrested, tried and hanged by the audience.
As the drama has unfolded the young people have developed a relationship 
with Alice. When it comes to the trial the enthusiasm that the audience 
found in the rehearsal has usually gone. At this point they no longer want 
to hang Alice and understand that the circumstances surrounding her arrest 
are about ignorance and superstition and not guilt.
I had a real struggle with this scene particularly within the framework of 
Forum theatre. I did not know whether to involve the audience as 
‘spectators’ in the method of Boal and let them rewrite the scene in the 
way that they wanted it to end. My decision to make them continue with 
the trial and the hanging was so that they could experience the feeling that 
they had become tied up within something that was out of control. I 
wanted them to experience in order to understand the role of the others 
who had an impact on Alice’s life. There would then be the potential for 
transformation from a position of an understanding of the motivation of all 
those involved rather than just a feeling of empathy for Alice.
No matter how many times I performed Woman The Healer I was always 
amazed at the level of contribution from the young people I worked with. 
The story was always followed by a full discussion and it was here that I
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gave them the opportunity to change the story, but now from an informed 
position with me in the role of what Freire calls “the problem-posing 
educator
“The students -  no longer docile listeners -  are now critical co­
investigators in dialogue with the teacher. ” (Freire, 1970. p.62).
I was now at the end of my theatre training and looking forward to being 
able to take the skills I had developed and use them and develop them 
further in the real world.
In this chapter I have reflected on stories from my past that I believe have 
made a significant contribution to the development of my practice. In 
particular my ontological commitment to having a passion for compassion 
can be directly linked to my early experience of hospitalisation as a child. 
The values that appear to be motivating my practice are also an important 
part of the stories contained in this chapter. Values such as love and 
respect for self and for others and developing an inclusional and 
responsive basis in my work can be seen to play an important part in who I 
am becoming, and how I am developing my practice.
In the following chapter I look at how my growing awareness of and 
engagement with complexity theory helped me to understand the 
importance of the creative process in my work in healthcare improvement 
and how in applying a synthesis of complexity and creativity I was, I 




and creativity -  towards 
a new epistemology.
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How I first became influenced by complexity theory.
don’t establish the 
boundaries 
first,






life into them, trimming 
off left-over edges, 
ending potential:
(Ammons, 1965).
In this chapter I will give an overview of my engagement with writers of 
complexity theory and how insights from the field of complexity have 
influenced the development of my creative practice. I will reflect on how 
by engaging in a process of inquiry in to my practice, the synthesis of 
complexity and creativity, I was finding alternative ways of making sense 
of and encouraging an improvement in the daily life of organisations.
This chapter is not written with the intention of constructing a critique of 
complexity theory but is more concerned with the way the writing of some 
complexity thinkers have enabled me to develop a better understanding of 
how organisations work. As a consequence o f this I have been able to 
make better use of my embodied knowledge as a creative practitioner 
within this context.
Organisations like healthcare organisations are now widely recognised as 
being complex in their make-up. As I engaged with writers and thinkers
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of complexity I found myself identifying similarities with what they were 
saying and with my own experience. I also began to explore systems 
thinking and in particular whole systems and learning organisations 
(Senge, 1990) and I was also at this time introduced to the work o f Donald 
Schon in relation to learning systems and found resonance with the 
following statement.
“A learning system  must be one in which dynamic conservatism
operates at such a level and in such a way as to permit change o f  state 
without intolerable threat to the essential functions the system fulfils fo r  
the self Our systems need to maintain their identity, and their ability to 
support the self-identity o f  those who belong to them, but they must at 
the same time be capable o f  transforming th e m s e lv e s (Schon, 1983, 
p.57).
My interest in organisational life had a rather slow beginning. I began 
work at Sandown College o f Performing Arts (SCOPA) in 1985, firstly on 
a very part time basis in between acting jobs for extra income. I was then 
asked to apply for a full time position. I was unsure about giving up 
working in the theatre but I wanted to be able to input into the training of 
actors at the college because I wasn’t very impressed with the quality of 
their education. I worked at SCOPA for almost 5 years and in that time 
was able to rewrite the diploma course with the result that it became much 
more student focussed. I was also able to develop my directing skills, 
which of course included working on group dynamic, an essential part of 
devising and creating ensemble theatre. It was here that I first began to use 
the methodology I had started to develop at Rose Bruford College with 
others. An actor working with other actors as part of a devising process or 
as part of the rehearsal process of an ensemble piece use a wide range of 
skills. In order to take on another role in a truthful and believable or 
authentic way the actor has to develop an awareness of self, an
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understanding of their own authentic identity. A crucial part of the 
development of your authentic self has to include how you relate to other 
people, how other people perceive you and what effect you and the way 
you behave or relate has on others in the group. This of course can be a 
very difficult process requiring exquisite sensitivity, (Scholes-Rhodes. 
2002) and it is the role of the director in this context to create and hold a 
‘safe space’ where individuals can challenge, experiment and develop. 
Actors have to be receptive to receive constructive criticism and to learn to 
give criticism to others in a constructive way as part o f their learning 
within a devising process. Actors also have to relearn how to play, for it is 
through play as children that we learn and also begin the development of 
our creative selves. These are all skills we very often put aside as adults. 
(This is discussed in greater depth in Chapter 7, “Being creative in 
practice.”)
My time at Sandown was both incredibly challenging and rewarding but I 
was missing being an actor and although I had enjoyed directing and 
teaching I wanted to return to the acting profession. Shaun was offered 
the position of Head of Theatre at a college in the South West and we saw 
this as an opportunity for me to return to the theatre. Shaun accepted the 
offer and started almost immediately and I stayed behind in Hoylake with 
the children to complete the sale of our house. Our children were then 
aged 6 and 2 and we wanted this move to cause them as little disruption as 
possible. A friend of mine who is a general practitioner in Liverpool 
contacted me a couple o f days after I had left Sandown and asked me if I 
could do him a favour. He told me that his practice had to do a clinical 
audit and they had been given a very tight deadline in order to complete it. 
I asked him what a clinical audit was and he replied he wasn’t sure but 
they needed someone with a nursing background to help them to work it 
out. I pointed out to him that my nursing practice may be a little out of
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date, but he wouldn’t take no for an answer and I found myself agreeing to 
meet with him and his audit team later on in the week.
The meeting with the “Team” was very interesting; there were 3 General 
Practitioners from 3 neighbouring practices who were keen to review the 
services for children with asthma. Together we narrowed this down to 
children who were in their 1st year at primary school as we felt that this 
was probably the most vulnerable group. As none of us actually knew 
what clinical audit was and how we should be undertaking it I set myself 
the task of finding out and communicating this to the team. As I learnt 
about the purpose of clinical audit, a multi-professional and reflective 
activity concerned with improving quality of care, it was apparent to me 
that 3 GP’s did not really constitute a multi-professional team. What 
about other healthcare professionals, teachers, the parents? I would 
certainly want to be involved in any development concerning my child 
especially if they had a condition like asthma. I identified school nurses, 
health visitors and the school staff as being directly involved in the care of 
children with asthma. By doing this I was instinctively developing a 
framework for inclusional practice. It was glaringly obvious to me that if 
you don’t involve all those who will be affected by any changes you make 
they will not have ownership of those changes. They are also the people 
who really know what currently happens, they are the people who have the 
expertise. They all have stories to tell that will influence the way we 
design the services we provide and without their input all that experience 
is lost. Many of the people I have worked with on improvement projects, 
particularly those who are not members of clinical teams, for example 
when involving service users and carers, have expressed their surprise at 
being “allowed” to participate. It is only with this involvement, and it has 
to be a two way process, that we will begin to take more responsibility for 
shaping the society we live within. Bernstein (2000) makes this point 
clearly:
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“First o f  all, there are the conditions for an effective democracy. Ia m  
not going to derive these from high-order principles; I  am just going to 
announce them. The first condition is that people must fee l that they 
have a stake in society. Stake may be a bad metaphor, because by stake I  
mean that not only are people concerned to receive something but that 
they are also concerned to give something. This notion o f  stake has two 
aspects to it, the receiving and the giving. People must feel that they 
have a stake in both senses o f  the term.
Second, people must have confidence that the political arrangements 
they create will realise this stake, or give grounds i f  they do not. In a 
sense it does not matter too much i f  this stake is not realised, or only 
partly realised, providing there are good grounds fo r  it not being 
realised or only partly realised." (Bernstein, 2000. p. xx).
In my later work, particularly with people with dementia and their carers I 
was often amazed at their generosity of spirit. Quite often we are faced 
with a limited amount of resources in the health service and this is 
sometimes perceived as being restrictive to improvement. When service 
users and carers have been fully included and involved with an 
improvement process they will come up with wonderfully creative 
solutions despite restricted budgets.
Although moving back into the health service was neither planned nor 
anticipated I had thoroughly enjoyed working on this project and 
following our move to the South West I saw a clinical audit post 
advertised in the local hospital. I decided to apply for it thinking that it 
would tide me over until a theatre job came up, and was very surprised 
when I received a letter inviting me to an interview.
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At my interview in Swindon for the position of clinical audit facilitator at 
Princess Margaret’s hospital, the interview panel expressed the opinion 
that although the Liverpool asthma project was very interesting, it wasn’t 
really audit, as true audit would only look at the medical input. An 
excellent example of how a reductionist approach can so easily result in 
exclusional practice. I was very surprised and a little disappointed with 
this answer as everything I had read about the purpose of clinical audit 
placed a great emphasis on the importance of it being a multi-professional 
and reflective practice. They did however offer me the job stating that I 
was the only person with any relevant experience. I tried very hard to turn 
down their offer and requested time to think a little more before 
committing myself. My thinking time actually lasted for a couple of 
months and during this period I was contacted by Henry Carr (who was to 
become my manager). Henry informed me that as part o f the movement 
towards Trust status the locality was separating into an Acute Trust and a 
Community Trust, he was going to be working in the Community Trust 
which needed to establish its own clinical audit department and asked me 
if I would be interested in applying for this position instead. I talked at 
length with Henry about my insecurities in taking on such a position. I 
was very worried about moving back into the NHS on a long-term basis, I 
had invested a lot o f time and energy extracting myself from the Health 
Service, so why on earth would I want to go back. His feelings were that 
my skills would be much more suited to working in a community setting. 
Eventually I agreed to apply for the job and following a successful 
interview. In November 1992 I was appointed as clinical audit facilitator 
for East Wiltshire Healthcare, a community trust providing a range of 
community services, mental health services and services for people with 
learning difficulties.
My responsibility was to create and lead a clinical audit department within 
the organisation. The notion of Audit first made an appearance as medical
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audit in 1989 when it was introduced as part of a package of reforms 
which also included the creation of NHS Trusts and the development of 
the internal market. This resulted in greater emphasis on the quality of 
service.
Medical Audit was defined in Department o f Health working paper 6 as:
‘The systematic critical analysis o f  the quality o f  medical care, including 
the procedures used for diagnosis and treatment, the use o f  resources, 
and the resulting outcome and quality o f  life fo r  the patient’
(DOH, 1989: 3)
The emphasis in working paper 6 was also on medical ownership o f the 
process and outcome of Audit.
At the same time nursing audit had been developing in a slightly different 
way. The Griffith’s report (1983) an NHS Management Inquiry, led to the 
appointment of directors of quality assurance who were given the 
responsibility for all aspects of quality except for medical audit. The effect 
that this had was to separate audit, which is in effect a quality 
improvement tool, from quality improvement activity. Audit was 
perceived to be something that the medical profession engaged in and 
quality improvement was very much a nursing activity.
Between 1992 and 1994 the Department o f Health sought to encourage the 
move from uni-professional to multi-professional clinical audit. This 
change was introduced in order to encourage a whole team approach to the 
activity of clinical quality improvement.
The expectations from audit have changed over the years along with its 
definitions. Following the first definition of medical audit in 1989, further 
guidance was published in 1994 in the document “The Evolution of
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Clinical Audit”. Here we were advised that we should be undertaking 
multi-professional Clinical Audit and that it should be:
• Professionally led
• Part of an educational process
• Form a part of routine clinical practice
• Based on the setting of standards
• Generate results that can be used to improve the quality of the 
outcome of care
• Involve management in both the process and outcome of audit
• Be confidential at the individual patient/clinician level
• Be informed by the views of patients/clients
(Department o f Health, 1994)
If you actually examine that list of eight bullet points, as I had to do in my 
role, and ask how that list should translate in to practice, it demands a 
change in not only the way audit was being undertaken but also 
constituted a significant change in the way healthcare providers should be 
working together. It also indicates what was at the time significant shifting 
cultures of expectations in public services. The introduction of clinical 
audit in this way was also indicative of the rise in the accountability 
agenda and was perceived as the beginning o f deprofessionalisation of 
expertise through enforced managerialism. In my experience the impact 
of this on the staff I was working with was increased resistance to change 
and a decrease in moral.
My role as clinical audit facilitator was very challenging in this 
environment and often left me feeling frustrated and disempowered. What 
was being expected of clinical staff was that they come together as a team 
and critically evaluate their clinical practice. This was a real challenge in 
the environment at the time for 3 main reasons.
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Firstly, although each professional group e.g. nurses, doctors and 
professions allied to medicine may have an input into the care of an 
individual, that care was not negotiated from a team perspective. All 
professional groups were working independently from each other and each 
had its own hierarchical structure. There was also no evidence that users 
of the service were being encouraged to contribute to this process.
Secondly, the internal market had created competition between different 
Trusts and even between different localities within the same Trust. I 
worked with a team in one locality who really struggled to introduce a 
change into their service. On its successful implementation I suggested 
that they work with their colleagues in the other localities and show them 
how their work had improved services for their clients. This was met with 
absolute hostility and a delight in the fact that they could watch their 
colleagues struggle in the same way as they had had to.
Thirdly, reflective practice was not something that all clinicians engaged 
in. Although the nursing profession had introduced reflective practice 
into their training it still wasn’t something that clinical teams were 
comfortable to engage in as a team.
I had realised very quickly after taking up this position that in order to 
engage clinical teams in more meaningful clinical audit I would have to 
find a way to influence a change in the culture within the organisation. It 
did however take me some time before I realised that I had skills and 
experience that may be useful in this kind of environment. There was also 
a lot o f resistance to clinical audit throughout the organisation with many 
individuals expressing the feeling that it was just another management fad 
and if they kept their heads down for long enough, like all the other NHS 
initiatives, it would disappear. My feeling at the time was that this may
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very well be the case, but at the same time my organisation, like many 
other organisations appeared to be struggling to provide adequate services.
Clinical audit, because of the way it was introduced, was generally not 
perceived as having been particularly successful. It had been very difficult 
for Trusts to demonstrate any significant change or improvement as a 
result of this activity and questions were being asked as to whether the 
huge investment that had gone into it had been worth it. In the 
Department of Health publication, The Evolution of Clinical Audit. (1994. 
HMSO. London.) Clinical Audit Co-ordinators were asked if and why this 
was the case. Their main responses were: -
1. They were not empowered within their organisations to lead on 
change.
2. They had never been required to measure whether audit 
activity had led to improvement so even if they felt it had; they 
had no evidence to support the improvement.
3. The medical profession were most resistant to change and if 
they were not involved in the project they would not support 
the identified need for improvement. As they were often the 
sole holders of power the projects would falter at this stage.
4. Clinical audit activity was not part of the Trust Board interest 
and not linked into management issues. This meant that lapses 
in quality were not being addressed at Board level.
At the time of reading this report I felt that this list was incredibly vague 
and little information was given in relation to how clinical audit staff 
could have any influence in affecting this list. What it speaks volumes of 
however is the culture in which clinical audit was being implemented, 
which was one that was on whole devoid of inclusion and or participation 
by those being singled out for criticism.
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Whilst undertaking a master’s degree in social research at the University 
of Bath in 1997 -  1999,1 had undertaken a national survey of all clinical 
audit co-ordinators employed in NHS Trusts in England. My research 
findings were very similar and reflecting on this I began to ask myself 
questions about the way in which we were addressing change management 
issues such as clinical audit within healthcare organisations. I then 
attended an event that started me on a very different journey. I had heard 
that some of my colleagues were going to a master class on organisational 
development. I had seen the flier describing the event but had not been 
invited to attend. A couple of days before the event I bumped into our 
chief executive in the corridor and decided to tackle him on my non­
invitation. I was more than happy to express my disappointment to him 
and to point out that he was once again missing an opportunity for joined- 
up-ness by not involving me in an event that may enable me to place 
clinical audit very firmly within the quality improvement framework that 
he wanted to establish within the organisation. Fortunately for us both he 
agreed to me attending the event!
To be honest I had no idea what the workshop was really about. I had had 
feedback from our Medical Director who had already been to a previous 
workshop held for Medical Directors and Chief Executives -  but many of 
them had been struck down with food poisoning, him included, and he had 
missed most of it. So I turned up along with about 20 others from around 
the region who had an interest in improving the quality of healthcare 
provision. I was, as I expected, the only clinical audit facilitator there!
What I learnt over the following 2 days was that there was the possibility 
of an explanation for the way my organisation behaved.
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With the use of a game called the glass bead game Paul Plsek, the 
workshop leader, introduced us to complexity theory and the basics of life 
in a complex adaptive system. The name of the game is taken from the 
novel of the same name written by Herman Hesse and for which he won 
the Nobel Peace Prize in 1946. This was his final novel and it is a tale of 
the complexity of modem life. (Hesse. 2002). We took part in a simulation 
game in which we experienced being part of a system that was flawed and 
how activity in one part of the system can have a profound affect on the 
rest of the system. I was finding much resonance with Paul’s ideas and my 
experience of my own organisation. We often look back at the past and 
remember things appeared to be much simpler then than they are now.
This is in fact now recognised as being the case. The rapid advances in 
science and technology have created a much more complex world. 
Healthcare has become more and more complex as are healthcare 
organisations. If we take the mental health model as an example and look 
at how this service has changed over recent years we can see this. Not so 
long ago if I was feeling depressed I would probably make an appointment 
with my general practitioner. Here my GP would either treat me within 
primary care or refer me to a consultant psychiatrist. Now I may use the 
services o f a counsellor, I would probably be supervised by a community 
psychiatric nurse who in turn may advise some occupational therapy. I 
may also consider the services of a psychologist or psychotherapist. Also 
with the recent developments from the social exclusion work you can also 
include gym membership or yoga. So what was once a simple care 
package delivered by a couple of individual practitioners has now grown 
and developed into a wide and diverse team and as a result has become far 
more complex. It is then not surprising that managers in organisations like 
healthcare are finding that the traditional ways o f managing appear to be 
no longer always applicable.
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The way that we manage healthcare organisations, and many other 
organisations has been developed using the Newton and Cartesian notion 
of the Clockwork Universe.
“The nearly 400year old Newtonian-Cartesian legacy encourages us to 
see the world as a deterministic machine, which once wound up, 
operates efficiently and predictably in terms o f  its moving parts, held 
together by processes o f  cause and effect ” (McNiff, 2000. p. 42).
This works on the assumption that organisations are machine-like and the 
way to solve large organisational problems is to break them down into 
small manageable problems that can be solved. Quite often this can cause 
even greater problems than the one you started with. Jean McNiff (2000) 
describes the impact of this mechanistic view of the world in the following 
way.
’the’ scientific method helps us to understand the world so that we 
can predict what will happen and ultimately control i t  The system o f  
control lies in assumptions o f cause and effect: i f  x  theny. Reality is 
fragmented, existing as separate structures, and experience is linear. It 
is possible to manipulate both reality and experience as variables, so that 
particular outcomes will be assured; these outcomes constitute data 
which may be validated through analysis, usually statistical, and then 
applied to other like events. The validity o f  the research lies in its 
capacity fo r replicability and generalisability; what works in one system 
will work in another; there is one set o f  cognitive principles and models 
appropriate to understanding all realities. (McNiff, 2000. p. 43).
My meeting with Paul Plsek was somewhat o f a light bulb moment and I 
began the process of using my emerging insights from complexity theory 
to make sense of the daily life in an organisation such as the National 
Health Service. It was also a turning point in my own learning as I began
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to develop a greater interest and a better understanding of this new theory 
of complexity. What was exciting for me was that this notion of 
organisations being complex and adaptive fitted more comfortably, from 
my background in theatre, with my way of working with people. The 
management style in the NHS, like many other large organisations, has 
developed using the paradigm of the machine and much of our traditional 
management theory was developed in the 1940’s by Frederick Taylor 
using this model. Managing an organisation in this way becomes very 
command and control, it requires stability and predictability but most 
organisations are neither of these things, which results in the kind of 
problems being experienced by myself and others working within a 
change agenda. Our organisations have become very complex and leading 
a complex organisation through a programme of change can be incredibly 
difficult with many people seeming to resist change.
Complex adaptive systems are also unpredictable as the individuals 
within the system have the freedom to act in many different ways. Lewin 
and Regine, (2000) described complex adaptive systems in their book 
“The Soul at Work” in the following way.
“Complex adaptive systems are composed o f  a diversity o f  agents that 
interact with each other, and in so doing generate novel behaviour for  
the system as a whole, such as in evolution, ecosystems and the human 
mind. But the pattern o f  behaviour we see in these systems is not 
constant, because when a system *s environment changes, so does the 
behaviour o f  its agents and, as a result, so does the behaviour o f  the 
system as a whole. In other words, the system is constantly adapting to 
the conditions around i t  Over time, the system evolves through 
ceaseless adaptation. ” (Lewin & Regine, 2000. p. 44.)
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The differences between mechanical systems and complex systems are 
often expressed in the following way.
If you apply these two lists to any healthcare team and certainly those I 
have worked with they fall very firmly into the “complex” category. Each 
member may belong to several different teams at the same time. Teams 
are often not only multi-professional in their make-up but also cross 
several boundaries e.g. social care and/or education, thus making any 
boundary a very fuzzy boundary.
Margaret Wheatley explains the difference between mechanical systems 
and complex systems in the following way.
“One o f  the first differences between new science and Newtonianism is a 
focus on holism rather that parts. Systems are understood as whole 
systems, and attention is given to relationships within those networks. 
Donella Meadows, an ecologist and author, quotes an ancient Sufi 
teaching that captures this shift in focus: “You think became you  
understand one you m m t understand two, because one and one makes 
two. But you must also understand and” (1982, 23.) When we view 
systems from  this perspective, we enter an entirely new landscape o f  
connections, o f  phenomena that cannot be reduced to simple cause and 
effect, or explained by studying the parts as isolated contributors. We 
move into a land where it becomes critical to sense the constant








workings o f  dynamic processes, and then to notice how these processes 
materialize as visible behaviours and forms. "(Wheatley^ 1999. p. 10).
This for me was describing a very different way of looking at 
organisations such as healthcare and it was also a way of thinking that I 
was finding great resonance with in my day to day work. I was 
experiencing many of these issues and in particular the importance of 
focussing on the way we relate to each other within the system. I was 
also beginning to understand that the tension and conflict within the teams 
was a natural phenomenon. This was again something that I was more 
than happy to deal with in a creative setting, conflict and tension are 
always an expected part of a devising process, particularly when devising 
as a team. My experience of this environment had prepared me to work 
within that creative tension and to feel comfortable with uncertainty. 
Traditional organisational management encourages uncertainty out of the 
system; complexity theory on the other hand encourages individuals to 
live happily within uncertainty.
“Tension and paradox are natural. Interaction leads to continually 
emerging novel behaviour. ” (Stacey, Griffin and Shaw, 1999).
Capra also refers to tension particularly that experienced by those engaged 
in creative activity.
“The experience o f  tension and crisis before the emergence o f  novelty is 
well known to artists, who often fin d  the process o f  creation 
overwhelming and yet persevere in it with discipline and passion. ” He 
goes on to say that of course there are degrees of crisis and not all o f them 
are as extreme but what they have in common is uncertainty. “Artists and 
other creative people know how to embrace this uncertainty and loss o f  
control...........After prolonged immersion in uncertainty, confusion and
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doubt, the sudden emergence o f  novelty is easily experienced as a 
magical moment ” (Capra, 2002. p. 118).
Having been educated as a “conscious, devising actor” these references to 
tension and paradox in relation to the creative process have been my lived 
experience. What I now began to understand following Paul’s workshop 
was that I had been using the methodology I had learnt and developed 
whilst working as an actor in my current role.
As I began to explore complexity theory and widen my reading to include 
an enormous range of complexity writers, I began to understand that it is 
the relationships between individuals as well as the individuals themselves 
that are critical to a successful organisation. As I reflected on the projects I 
had been involved in I was able to identify that those that had been most 
successful in leading to improvement in practice, were those that had 
involved teams who had developed better relationships, this enabled them 
to create an environment where they could study their own patterns of 
behaviour and if necessary, try to change them. I began to ask myself 
questions about other teams who were finding improvement more 
difficult. Would I be able to use what I was learning about complexity 
and my understanding and experience of creative processes to work with 
them to encourage them to develop better relationships? If I did this 
would it result in an improvement in services? Was this a more realistic 
way of improving services? This inquiry into my own practice was a way 
of beginning to address these issues.
I was also aware that it was at the boundaries of services where things 
were most likely to go wrong for the patients and we in the health service 
were very good at creating boundaries. Boundaries not only exist between 
different professional groups, but we have also created additional 
boundaries between primary and secondary care as well as between health
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and social care and education. In healthcare this is often referred to as a 
“silo mentality”. At this particular time all improvement processes were 
limited to the point of the boundary and didn’t cross either from primary 
to community or to secondary care or across professional boundaries like 
health and social care. I believe that this was contributing to the sustaining 
of “silo mentalities.” Truly effective clinical audit, that leads to an 
improvement in the services provided for patients, should place the service 
user at the centre and all activity should then relate to them. If we were 
restricting ourselves by erecting even more barriers as the internal market 
was certainly doing it was going to be a challenge. Having engaged with 
the work of Alan Rayner, (Rayner, 2004), I have been able to further 
develop my understanding of the importance o f boundaries as places of 
flexibility and dynamism rather than places of severance and separation. 
This understanding of boundaries is crucial in creating a more inclusional 
way of working.
“A t the heart o f  inclusionality, then, is a simple shift in the way we 
frame reality, from  absolutely fixed to relationally dynamic. This shift 
arises from  perceiving space and boundaries as connective, reflective 
and co-creative, rather than severing, in their vital role o f  producing 
heterogeneous form  and local identity within a featured rather than 
featureless, dynamic rather than static, Universe. We move from  
perceiving space as ‘an absence o f  presence’ -  an emptiness that we 
exclude from  our focus on material things -  to appreciating space as a 
‘presence o f  absence ’, an inductive *attractor ’ whose ever-transforming 
shape provides both the coherence and creative potential fo r  
evolutionary processes o f  all kinds to occur. “(Rayner, 2004).
This understanding is also crucial in my facilitation work as I try to find a 
way to engage people at the point of boundary be they professional 
boundaries or organisational boundaries or both.
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Many management theorists have drawn on the work of complexity 
theorists in the recent years in order to better understand organisational 
behaviour. As I too became involved and engaged in the debate about 
complexity theory I began to be aware of differences of opinion as to how 
the insights into the complexity sciences were being applied to human 
organisations. There appears to be a number of different strands to 
complexity theory and Stacey, Griffin and Shaw, (1999), identify three o f 
these strands as being “chaos theory, dissipative structure theory, and the 
theory o f  complex adaptive systems. ” What they all seem to have in 
common and as a central core to their thinking is that complexity theory 
requires management to acknowledge the self organising and emergent 
properties o f complex systems rather than managing organisations in a 
mechanistic way. Stacey, Griffin and Shaw in their writing argue that 
many of the management complexity writers are still not paying attention 
to the limitations o f systems thinking and do not draw distinctions 
between the different strands of complexity theory, “in not paying 
attention to the fundamental differences in notions o f  causality in the 
three perspectives and in not attending to the limitations in systems 
thinking, they run the risk o f  simplification that subtly undermines the 
proclaimed challenge and merely reproduces the dominant discourse in 
new jargon. ” (Stacey, Griffin & Shaw, 1999.p.l28.)
Complexity management writers such as Wheatley (1992) and Lewin and 
Regine (2000) place a lot of emphasis in their writing on the importance of 
the development of caring relationship in complex systems. I also felt a 
sense in their writing of them indicating that there was something deeper 
and bigger and more meaningful and if we work together in harmony we 
can tap into a greater something. Although much of their writing 
resonates with my own work I was finding it difficult to accept this sense 
of what was coming across to me as almost mystical. They also place 
great emphasis on harmony and I know from my own experience in the
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creative world just how important conflict is in the creative process and 
how it is conflict and diversity and not harmony that so often contributes 
to new and novel behaviour.
I was also interested in the ideas of paradox emerging from complexity. 
The idea that systems could be both ordered and disordered, organised and 
disorganised at the same time. Stacey, Griffin & Shaw (2000) and Stacey 
(2001) have developed what they refer to as “Complex processes of 
human relating”. This is described by Patricia Shaw (2002) as using 
insights from the complexity sciences to develop a more participative 
practice.
“7/ is a way o f  thinking that invites us to stay in the movement o f  
communicating, learning and organizing, to think from  within our 
living participation in the evolution o f  forms o f  identity. Our blindness 
to the way we participate in fabricating the conversational realities o f  
organizing is compounded by the difficulty we have in thinking from  
within, in thinking as participants, in thinking in process terms, above 
all, in thinking paradoxically. ” (Shaw, 2002. p. 20).
As part of the process of developing my own theory/thesis of my 
life/learning, I have been focusing on the development of my own living 
dialectic in relation to the account of dialectics and complex responsive 
processes described in Ralph Stacey's, (2003), latest book, Complexity 
and Group Processes: A Radically Social Understanding o f  Individuals. 
In this work Stacey presents his fullest account to date of his theory of 
complex processes of relating. He describes this as a human-centred, 
complexity inspired perspective on life in groups and organisations. In the 
forward to this book he identifies the key questions it is addressing as:
• Who am I  and how have I  come to be who I  am?
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• Who are we and how have we come to be who we are?
• How are we all changing, evolving and learning?
I found this list o f  questions were very similar to the paradigm I am using 




The questions “who am I” and “How have I come to be who I am?v are 
represented in my diagram by the box “Identity”. In the work I have been 
engaged in these questions have been addressed by m yself about m yself 
through a process o f  developing an understanding o f  my embodied values 
and in what way I am able to live these values in my practice. As I have 
been looking at my own learning in order to improve my practice these 
values have been able to influence the standards by which I am able to 
judge my practice. This process has been informed by encouraging the 
individuals I have been working with to engage in a similar process. This 
process has been enabled by the use o f  a methodology rooted in Theatre
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for Development as together we engage in a relationship focusing on the 
sense-making of life in healthcare organisations. The relational nature of 
this process for me is crucial. Stacey has placed emphasis on the 
importance of relating in his second question “How have we become to be 
who we are?” He addresses this question through his theory of complex 
responsive processes. Stacey places the development of complex 
responsive process for the reader in the historical perspective of two 
contrasting streams of Western thought, these are:-
Firstly, that of Descartes, Kant, Leibniz, Freud and modem 
psychoanalysis all o f whom claim that the mind is inside a person and the 
social system is outside, and,
Secondly, and in contrast, Mead, Hegel and Elias who hold the view that 
both mind and society are essentially identical patterning activities of 
humans - two aspects of the same process.
Stacey’s theory o f complex responsive processes has been developed from 
his insight into the resonance between the second school of thought and of 
complexity science. He argues that the separation of the mind from 
society forms the basis of the systems theory developed by Kant which 
then became the foundation of systems thinking. With all systems theory 
there remains an element of control and predictability. The work on 
complexity science began in the Santa Fe Institute in America and is now 
widespread. Examples of complex adaptive systems are often given as the 
immune system, a colony of termites or the weather. What these systems 
have in common is that they are comprised of a large number of individual 
agents who interact locally. They also have the ability to be both chaotic 
and stable at the same time and can demonstrate novelty and emergence. 
The science o f complex adaptive systems is now being used widely as an 
analogy for understanding complex organisations -  like the health service. 
I have found the analogies from the complexity sciences useful in my
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work and my learning but have also been very aware that these analogies 
have their limitations. For Stacey the usefulness is in the understanding 
that agents can interact and that this interaction can pattern itself without 
intervention or control. He also, in his introduction, makes a plea for 
practitioners to describe their practice. “I f  we are not doing what we are 
writing, the scope fo r confusion is immense. I  suggest that we need to 
write about what we are doing” (Stacey, 2003. p. 14).
This is what I did not find in this book, Stacey does not write about what 
he is doing. I wanted to know how these theories were influencing his 
practice and in what way his practice was developing as a consequence of 
his new insights. What he does do in the book is to theorise and to 
demonstrate the thinking behind the development of the theory of complex 
responsive processes which has been influenced by the thinking of Elias 
and Mead.
“The theory o f  complex responsive processes draws together Elias* 
process sociology and Mead’s symbolic interactionism as ways o f  
translating analogies from  the complexity sciences into a theory o f  
human action.” (Stacey, 2003. p. 17).
I have also found Stacey’s insights into the work of Mead very useful and 
have found Mead’s work to have many similarities with the work I have 
been engaged in when focusing on “relationship”. Mead is well known 
for his work which focused on demonstrating how mind and society have 
evolved together. Much of this is explained by what he calls gesture- 
response, here meaning is not communicated from one individual to 
another but it is in the interaction that meaning happens.
“Here meaning is emerging in the action o f  the living present in which 
the immediate future (response) acts back on the past (gesture) to 
change its meaning. Meaning is not simply located in the past (gesture)
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or the future (response) but in the circular interaction between the two 
in the living present. ” (Stacey, 2003. p. 61).
This can be explored further with improvisation. I have found 
improvisation to be a crucial part of developing an understanding of “I” 
and “I” in relation to/with “you”. It is also through the process of 
facilitating this exploration that I have also been able to learn and develop 
my own practice. If you consider a very simple improvisation that I have 
used which involves 4 people. The room is arranged to resemble a sitting 
room, using whatever is available. The four people are asked to enter the 
space and the brief is that 3 are always to exclude 1. What happens in this 
exercise is very interesting as each individual will enter the space already 
forming their own agenda, trying to direct the conversation in order to not 
be the person to be excluded by the others. The participants will very 
quickly experience how unpredictable their relationships are and how they 
are meaning making in the action of the living present. Knowledge, I 
believe, is created in this way, through our conversation, interacting with 
each other. This creates a constant moving forward of ideas, of 
understanding, creating knowledge in relationship with each other in a 
truly emergent and authentic way. In this example in the unfolding 
scenario of the improvisation but also just as importantly in the 
improvisational nature of the facilitator, in this case - me, bringing forth 
my embodied knowledge which I respond with, which in turn is being 
created in the moment. This I believe to be a living dialect, living in the 
sense that the theory of my practice is continually emerging in the 
pedagogical and paradoxical relationships I/we form are forming in this 
joint action of improving practice.
So in what way does this differ from the dialectic offered in this book? 
Stacey describes how the dialectic of Kant differs from that of Hegel in
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that Kant calls for a synthesis of opposites while Hegel’s dialectic is one 
of paradox.
“For Kant the dialectic is the hypothesizing o f  the autonomous
individual about an object Hegel’s dialectic, in purely technical
terms, is a way o f  thinking, a particular kind o f  logic to do with the 
paradoxical movement o f  thought. It is a logic in which there is the 
unity o f  opposites in their dissolution and transition, that is, Aufhebung 
means negating opposites and preserving them, so raising or 
transforming them, all at the same time. In this paradoxical movement 
a unity o f  thought emerges. The new unity o f  thought not only preserves 
the opposites but also abolishes them because while they are preserved, 
their original meanings are modified and the distinctions between them 
are negated. ” (Stacey, 2003. p. 212).
Stacey is also clear that he is a follower o f the dialectics of Hegel. For me 
as a reader I cannot find within the chapters o f this book the evidence to 
support this in his practice. Although he does give some examples of 
group sessions they give the reader no insight into his learning and in what 
way the people he is working with in groups where he uses complex 
responsive processes of relating are influencing his practice. This is where 
I believe there is a difference in my own thesis in that I am demonstrating, 
by showing how my practice is influenced by those I am working with in a 
facilitator role in a continuous spiral of emerging knowledge/practice.
I have come to realise and to understand over the past few years since my 
return to the Health Service, how introducing a creative way of working 
would be difficult to achieve. I am now seeing things change a little and I 
believe that I have been able to influence and contribute to this change.
The same could be said of complexity theory as so much of what is 
happening under the heading of complexity theory is actually, I believe,
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just more of the same. That ‘same’ being management by command and 
control but hidden slightly within a change agenda. If, as Ralph Stacey 
states, (2003), when self-organising interaction is “richly connected 
enough ” it has “the capacity to spontaneously produce coherent pattern 
in itself, without any blueprint or program. ” I believe we must focus on 
making sure that those connections are enriched. I also believe that it is 
through a process of creative engagement that this may be achieved. In 
the creation of this thesis of my living theory I am showing what creative 
engagement, for me, actually means in practice. Researching my own 
practice in this way ensures that I am making a contribution to the 
development of organisation theory. It is also important here to bring in 
the work of Jean McNiff, who in writing about Action Research in 
Organisations (2000) has enabled me to make connections for myself 
between action research and complexity theory with statements such as:
“The most important thing to remember about organisations is that they 
are not structures; they are people. Take away the structures and you  
still have organisations. Take away the people and you have none. 
Theories o f  organisation are theories o f  people fs lives. Traditional 
theories o f  organisation are theories about places. New theories o f  
organisation are story-theories by people fo r  people.” (fA cNiff, 2000. p. 
243).
Peter Senge, a well known author of organisational development has also 
drawn on concepts from systems thinking to promote the idea of 
organisational learning. The following is a quote from “Emergence”, a 
journal o f complexity delivered to me electronically on the Thursday of 
each week from the Plexus Institute. This was from June - July 2004.
“In the past, Senge fs systems approach has suggested that one could 
describe the boundaries o f  a whole organizational system, and work to
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identify key leverage opportunities fo r  change. This implies a clearly 
spatial metaphor and understanding. More important it implies a top- 
down or whole-system approach to the dynamics o f  organizational
change. .............Peter Senge had just published a new book with several
colleagues called “Presence, ” it is a significant departure in 
understanding and prescription. In this new book Senge and colleagues 
talk about learning from  the ancient traditions o f  Buddhism, Hinduism, 
Christianity and even shamanistic practice. Instead o f  the spatial notion 
o f  a system and its boundaries, they refer to the slowing o f  the 
individuaVs internal dialogue. They speak o f  being “present in the 
moment ” and learning to pause before responding to communication 
input In other words, they have adopted a temporal metaphor fo r  
change. It is also a very personal method, in which the key drivers o f  
organizational change become the understanding that every moment 
presents choice, and that all options need to be heard equally. ”
(Waltuck, 2004. p.l).
I share a similar understanding of the way in which we need to approach 
organisational change and move away from the more traditional ways of 
organisational change and learning. By developing a synthesis of 
creativity and complexity in my practice and researching the improvement 
in my practice I have been developing a living theory of inclusional and 
responsive practice. Engaging in an inclusional and responsive 
relationship with the people I am working with, encouraging them to 
engage creatively, to tell their stories, to explore context through mediums 
such as improvisation makes a contribution to the creation of new 
knowledge, knowledge that emerges as part of a process of relating.
Stacey describes a similar way of knowledge creation.
“Knowledge, or meaning is the interaction, not in people ’s heads. 
Meaning, or knowledge, emerges in the public interaction between
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people and simultaneously in the private role play each individual 
conducts with himself or herself”. (Stacey, 2001. p. 197).
Aram, (2000), also stresses the importance of the relational aspect of 
learning and knowledge creation.
“A fundamental challenge to ones way o f  understanding the concepts o f  
power, control and intention is embedded in the relational approach to 
learning. Also embedded is a different understanding o f  the concepts o f  
expert knowledge and the transmission o f  knowledge. This means that 
there is a challenge to ones way o f understanding ones role and 
function, in fact a challenge to ones identity. ”(Aram. 2000).
Stacey also states that knowledge is created in the interaction between 
people.
“Meaning, or knowledge, emerges in the public interaction between 
people and simultaneously in the private role play each individual 
conducts with himself or herself.” (Stacey, 2001. p. 197.)
This does not represent current thinking within healthcare where the 
dominant change models being used still speak of the transfer of 
knowledge from one individual to another. Change agendas talk about and 
promote the “spread of good practice.” This assumes that one person has 
the knowledge or the skills or expertise which they can then pass on to 
another individual, this individual receives this knowledge which they can 
then pass on and so forth. What is missing for me in this traditional 
method of learning is the individual and the relationships that each 
individual has with each other. In my practice I believe I have developed 
an understanding of how I can encourage those I am working with to 
experience and consider alternative ways of improving our practice
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together. I have developed this understanding by my engagement with 
complexity theory and my knowledge and experience of the creative 
process.
In the next chapter I will reflect on how I have begun to expand my use of 
creativity in my practice in synthesis with an understanding of the day to 
day life within a complex system and how this was applied to a specific 
project.
My continuing passion is to part a curtain, 
that invisible shadow that falls between people, 
the veil o f  indifference to each other’s presence, 
each other’s wonder, each other’s human plight.
(Eudora Welty)
(Cited in Wheatley. 1999. p.v.)
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Chapter 6
Developing services for 
people with Dementia
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“Breaking Down the Walls of Silence”
A Dance
She is like an oyster-shell closed tight-hiding the 
beauty of a pearl within. The disease has stolen life from 
her body, words from her mouth and smiles from her face.
To know what she thinks or if she thinks is a mystery. She 
is closed in the shell of Alzheimer's disease.
A dance-especially to their favorite song-brings her back 
to us. To see them dance is a beautiful sight. He with his 
arms around her waist. Her, tip-toed, holding softly around 
his shoulders. She follows his lead, keeping perfect time 
with the music. The shell has opened to reveal a beautiful 
pearl. They kiss-the shell closes as the music fades. A 
miracle to behold. Even if it is only-a dance!
By Kim Henderson, who wrote the poem after watching her parents 
dance. Her mother is 63 and has had Alzheimer's fo r more than four  
years. Dancing has been a miraculous connection fo r her parents.
In this chapter I tell the story of my involvement in the re-design of 
services for people with Dementia in and around Swindon in Wiltshire 
over a three year period. The purpose of this is to reflect on my 
developing epistemology, an epistemology which is emerging hand-in- 
hand with my practice, of synthesising my experience and knowledge of 
creative processes and a growing understanding of complex organisations 
and applying this to the redesign of healthcare services.
In my abstract I make the claim that “I  have encouraged people to 
work creatively, critically and imaginatively in order to improve the way
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they relate and communicate in a multi-professional healthcare setting 
in order to improve both the quality o f care provided and the well being 
o f  the system, ”
In writing this chapter and reflecting on my practice throughout the period 
of this work, I aim to test and to validate this claim. I do this by looking at 
how my practice is influenced by my values and how these values have 
enabled me to develop an ontological commitment to a passion for 
compassion. By showing how I have developed this ontological 
commitment to a passion for compassion, it is my intention to 
communicate this as a living standard of judgment which can be used to 
evaluate the validity of my claim to be seeking to live this value as fully as 
I can. I also believe that an understanding of one’s ontology should be 
included as a central theme in a self study of one’s own practice such as 
this.
This chapter is also about my learning and how by engaging in a reflective 
process I have been able to develop a better understanding of and grow 
more confident in my practice as it has been and continues to emerge.
The Background
In the autumn of 1999 I was appointed as a research fellow at the 
Kingshill Research Centre in Swindon. The research unit was in the same 
organisation where I had previously held the post of director of clinical 
development. By choosing to undertake a full time research fellowship 
over a three year period I was able to put aside my management 
responsibility and fully immerse myself in the research of my own 
practice in order to improve it. I was also able to work freely within the 
unit alongside both those delivering and using the services.
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I was also responsible for developing an integrated care pathway for 
dementia as well as undertaking a PhD. at the University of Bath.
“The Kingshill Research Centre “aspires to improve ‘quality o f  life’for  
patients and carers by producing high quality research information for  
use in the development o f new treatment alternatives. ” (Department 
mission statement).
Kingshill Research Centre is a service area within the Department of Old 
Age Psychiatry (DOAP) and part of the Avon and Wiltshire Mental Health 
Partnership NHS Trust. It is based at the Victoria Hospital in Swindon, 
Wiltshire, UK.
Kingshill Research Centre specialises in research into dementia and mild 
cognitive impairment (MCI), investigating:
• drug treatments
• ways of identifying dementia and MCI
• how to assess dementia and MCI
• best practice in dementia care
• the benefits o f supporting carers
Within this role I was given the opportunity to use living theory action 
research to facilitate the process of the redesign of dementia services from 
early diagnosis to long term care and death.
I approached the task of implementing service improvements in 
Dementia Services by a commitment to combining my knowledge of 
creativity with the lessons I was learning from my engagement with 
complexity theory. I believe that this project demonstrates that by trusting
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in the process of change, focussing on the relationships between 
individuals and organisations and allowing the experience of emerging 
and novel behaviour to form new perceptions, a greater dynamic in quality 
improvement can be established. The outcome of this work has been the 
development of a more coherent, integrated service that I believe 
challenges much of the old behaviour and relationships among all o f the 
stakeholders.
By facilitating all groups in the process and encouraging emergent 
behaviour using techniques derived from the creative arts I witnessed 
transitional phases involved in the development of novel behaviour and 
new team led dynamics that focussed on implementing improved quality 
systems and more meaningful relationships between service users and 
carers and providers. I also used practical creative exercises and 
storytelling, which demonstrated the powerful contribution made by carers 
and service users in the treatment of dementia. By trying to enhance the 
quality of communication and the understanding that can emerge from the 
use of creative storytelling techniques, decisions relating to care, both 
clinical and non clinical, contributed to the implementation of a more 
integrated service for patients. For all the stakeholders involved in the 
project the process of continual transformation and development had 
begun, a key feature of complexity theory, and a meaningful exemplar for 
other teams and organisations across clinical specialties.
The team at Kingshill wanted to improve the service even further by 
making sure that they were taking a continuous quality improvement 
approach to dementia care.
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What is Dementia?
Dementia is a condition characterised by a progressive decline of mental 
abilities as a result o f disease of the brain, usually of a progressive or 
chronic nature, in which there is disturbance of multiple higher cortical 
functions, including memory, thinking, orientation, comprehension, 
calculation, learning capacity, language and judgement. Impairments of 
cognitive function are commonly accompanied and occasionally preceded 
by deterioration in emotional control, social behaviour, or motivation.
Dementia is an important disorder, with Alzheimer’s disease alone being 
the fourth most common cause of death in the Western world. The 
number of older people in our society is growing and the number of over 
65-year-old people is predicted to rise by 10% in the next ten years. The 
greatest increase will be among those over 80 years of age. An estimated 
5% of those over the age of 65 have dementia, rising to 20% over the age 
of 80. (Naidoo & Bullock, 2001. p.l.)
A recent Audit Commission for Local Authorities and the National Health 
Service for England and Wales report (2000) entitled Forget me not found 
a wide variation in practice and in the kind of resources that were 
available for the care of people with Dementia and identified that:
“Services fo r  older people with mental health problems are patchy and 
inconsistent throughout the UK. Older people and their carers have not 
often received the help they need when they need it. ” (Audit 
Commission for Local Authorities. 2000).
Apart from the suffering of those individuals who have dementia it is also 
important to consider the invisible burden of their carers. Of people who 
have dementia, it is estimated that 70% live at home and are cared for by 
their families, friends and close relatives. They need all the help and 
support they can get. It was crucial for the success o f this project that both
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people with dementia and their carers were invited to be fully involved in 
any redesign that may result.
How the project began
I was keen to apply some of the theory I was developing in my growing 
understanding of life in a complex organisation. I was learning that our 
traditional ways of managing organisations and in particular managing 
improvements had not had the success that had been expected. As people 
were beginning to draw analogies with complex organisations and with the 
natural world I was keen to begin to apply what I was learning to my 
practice. My understanding and engagement with complexity theory and 
systems thinking in general had lead me to believe that I was able to 
encourage a focus on improving relationships and also to focus on 
increasing creativity in order it would be possible to encourage emergent 
and novel behaviour. I also wanted to be able to get inside and be “part 
of,” rather than to be outside and in someway controlling the change 
process. Stacey, Griffin and Shaw (2000) make this point very clearly:-
“We are suggesting that members o f organisations explore a shift in 
their way o f  thinking to a way that places relationships between them as
the transformative cause o f  organisational identity.........This means that
people jointly create the meaning o f  what they are doing when they act 
into the unknown, co-creating their future interaction with others.
From this perspective, they are all participants in the joint inquiry into 
what they are doing together. “(Stacey, Griffin & Shaw, 2000. p. 194).
I wanted to ensure that my approach was more inclusional and responsive 
and would therefore involve those with dementia and their carers. I 
wanted this inclusional practice to begin on day one and not as had 
happened in improvement projects I had been involved in previously in 
the health service where the healthcare professionals redesign services and
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and then ask those using the service for their comments. To be inclusional 
in this process I was aware that extending an invitation to people was not 
going to be enough. I would also have to ensure that our behaviour 
throughout the process was inclusional. In a recent conversation with a 
service user consultant she was able to describe her experience of this in 
the following way.
“Just because you have invited me into your space does not mean that I  
am being included -y o u  can exclude me in many very subtle ways, by 
your conversation, your use o f  jargon, your body language. I  have 
attended many events where I  have fe lt unable to participate because o f  
these very things. ” (Service user consultant in conversation. August 
2004).
So on the day when I found myself in a room in a small hotel with a group 
of individuals, who were passionate about improving services for people 
with dementia, I made it very clear that we needed to find a way to 
practice in a more inclusional way. I was also keen to communicate to 
this group that I did not want my role to be perceived as anything other 
than as an enabler. It was important that this process was not controlled in 
the traditional sense of process improvement. I wanted the steering group 
to allow me to use the skills that I had developed through my work as an 
actor, allowing a more improvisatory and responsive process to emerge. I 
believe that this would allow participants in the process to make sense of 
what they were creating “in the moment”. My desire to work in this way 
made some people very nervous, especially the funders. We were very 
fortunate to have been given some funding from Novartis a 
pharmaceutical company who are manufacturers of Exelon, one of the 
drugs used in the treatment of Dementia. O f course their funding was 
much appreciated but I was aware that it was not given purely for altruistic 
reasons. They are a multinational company and recognised that if we were 
developing a process by which more people could be identified as having
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dementia earlier in the progression of the illness, there would of course be 
more opportunity in terms of sales of drugs. I made it very clear from the 
start of the project that my intention was to improve services for people 
with dementia and that there would be no special treatment for the funders 
in terms of publicity or recommendation of Exelon as a preferred 
treatment. They said that they were very happy with this arrangement.
The steering group that had come together to work on this project met 6 
times before the project finally began. The group was made up of a core 
team including: -
• Myself
• Roger Bullock, a Consultant in Old Age Psychiatry. Roger is also 
Director of Kingshill and a global expert in Dementia; he also has 
a passion for improving services for older people.
• Patrick Brooke, a General Practitioner with a special interest in 
Dementia. Patrick had also worked recently to validate the 6- 
question cognitive impairment tool that we wanted to introduce, as 
a quick and simple tool for G.P.s to help them in their diagnosis. 
(See Appendix 1. Breaking Down The Walls of Silence.)
•  Charlotte Rose, who had played a major role in creating my post 
and finding the funding for the project.
• Nick Bosanquet a Health Economist from Imperial College.
•  Sarah, our main contact from Novartis and depending on how she 
thought we were progressing, a variety o f people from 
communications or marketing or management from Novartis head 
office.
I think it is important at this point to describe my experience of the way a 
multinational company like Novartis usually conducts its meetings. To 
start with they are very formal and usually held in a very nice Hotel and 
sometimes even held in more exotic locations. Most of the steering group
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meetings were held in a country house hotel in the Cotswolds. One 
meeting was even held abroad on the beautiful Island of Crete in the early 
spring. The Pharmaceutical Companies see this as a way of giving doctors 
some supported time out, but unfortunately this does not usually include 
members of other health care professional groups or service users and 
carers. Before a meeting begins there is always an agenda that is circulated 
and this is adhered to rigidly, although individuals are allowed to add to 
the agenda under the heading of any other business. This way of 
organising meetings is typical of most organisations and even in the health 
service. Since the introduction of the internal market there has been a push 
to make meetings more business like, with the assumption that this level 
of control will lead to greater output. Although the internal market has 
now been abolished, at this time, there was still an emphasis on this kind 
of business planning and of course there are also always minutes of the 
meeting, a job I will avoid doing like the plague. I have, however, heard 
some managers saying that it can be very useful to be in control of the 
minutes of the meeting because you can change them to reflect what you 
wanted to achieve and most people don’t really challenge them.
I had developed a way of working that was different to this and because of 
the unpredictability it sometimes made people seem to be a little nervous. 
It was very important not to lose their support and so I knew I had to 
demonstrate quite quickly that working in this way can be effective. They 
were also anxious that any changes to services or care should be based on 
evidence if sufficient evidence were available. I was happy to comply 
with this. I saw no problem in combining what we have come to call 
evidence based practice with a more open and creative way of working 
that also valued experience, relationships and intuition.
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The need for the creation of an integrated care pathway for people with 
dementia was identified by the community team from the Department of 
Old Age Psychiatry in Swindon. The team had made significant 
improvements over the previous 5 years from the time when Roger 
Bullock was appointed as the Consultant, and they were keen to continue 
with these improvements. In particular the closure of inpatient wards as a 
result of concentrating more support in the community. Roger and the 
wider team were concerned that patients were still being referred to them 
too far down the progression of the illness to be able to benefit fully from 
their services. There was an obvious need for support and education for 
primary care to help them to recognise the early symptoms of dementia 
and develop an understanding of what the service could then do to help. 
There was also concern that there was not equity in terms of what services 
were being provided to what patients. These were contributory factors in 
my use of action research as a methodology for the project. I would be 
working with healthcare practitioners who would be reflecting critically 
on their work in order to find ways to improve their own practice. Action 
research was important because they would also be involved in the 
research process themselves, researching their own practice in the same 
way as I would be researching my practice.
After the first couple of steering group meetings I felt that I had managed 
to persuade the rest of the team that although this was a huge project I 
believed that it could actually be achieved, but they really did need to put 
their trust in me, and each other, and the process we were developing, and 
let us get on with it. What I felt was necessary was to make sure that I 
kept sight of the whole picture. The care of someone with dementia 
involves an enormous amount of people, people who on a day to day basis 
relate to each other and just get on with doing what they have interpreted 
is what they should be doing. It is however very rare that these people, 
people from different services and organisations as well as service users
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and carers to ever have the opportunity to come together to talk and to 
share in this way.
An exert from Audrey and Ray’s story indicates this:
“Do you know this is the first time in all the years that I  have been 
looking after Ray that anyone has asked me to have a say -  not that I  
haven’t said my bit over the years -  well you have to don’t you (sighs). 
That’s why I  come every week -  to talk -o h  I  really do enjoy it as well 
though -  but to get them all together -  in the same room -  well that’s 
nothing less than a miracle. ”
&  You can see Audrey talking about her experience of trying to get 
help for her husband Ray in DVD Chapter 2, Breaking Down the Walls of 
Silence. In my introduction to the clips in this chapter I am talking to 
Shaun about the way in which I was welcomed into the homes of people 
like Audrey and her husband Ray and also Charlie and his wife Marion. I 
have chosen to include the clips in this chapter because I believe that this 
will help me to communicate my embodied values in my practice and by 
communicating them in this way they have become living standards of 
judgement by which I can hold myself accountable. As I begin the process 
of talking to Audrey and to Charlie and Marion I believe that I am 
communicating my embodied values of inclusional and responsive 
practice. I also believe that the relationship I am establishing with the 
people I am talking to is one of trust and love and respect for self and for 
others.
Audrey’s comments were not unusual and were repeated throughout not 
only by patients and carers but also by other healthcare professionals. One 
of the speech and language therapists working on the project said.
“For the first time I  really feel as i f  I  am part o f  a team and that I  have 
been able to contribute and be listened to. So often we find, particularly
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in the acute setting, that we go in as individuals and never really have 
anything to do with the rest o f  the team. ”
My previous experience of working across boundaries and with multiple 
organisations was that this was always a problem area and again I was 
determined to at least attempt to get these people together in the same 
room. I wanted them to talk to each other to tell their unique stories and 
share their experience, as I was sure that we all had much that we could 
learn from each other. Viewing boundaries in my work in this way I 
believe is similar to Alan Rayner’s view of boundaries. Rayner’s 
perception is that space and boundaries are connective, reflective and co- 
creative, rather than places of severance. (Rayner, 2004.) It was also 
important for me that the people involved felt able to be part o f the project 
whatever their level of seniority. Project groups in the health service are 
very often made up of senior individuals within the organisation. It has 
been impressed on people that if you are working towards culture change 
you have to engage those who hold the power. This is true, but if you only 
involve senior individuals, things will not actually change. It is important 
to engage, in an inclusional way, those who actually deliver the care at the 
coalface because it is here that you see changes that improve the service or 
not. If they are not included they will not have ownership or understand 
the need for change. They may then feel that their contribution is not 
being valued. When talking to healthcare professionals about this they 
have often expressed a concern at being “controlled” from above and this 
makes them feel that their contribution has not been valued. I believe that 
this has been the problem with the implementation of standards and 
guidelines within the healthcare setting. There is the perception from 
healthcare professionals that they are often meaningless and created with 
little understanding of the day-to-day activity they are engaged in. Part of 
the monitoring of the pathway process would involve the development of 
standards and it was important that these standards were developed by
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those responsible for delivering them. It was also important for me that 
those people I would be working with saw me as a participant, a co-creator 
and not someone who was presenting them with a grand plan with 
structure and outcome. I also believe that this requires a shift from being 
propositional to being inclusional. My development as an actor had taught 
me a very precious skill and that was the ability to be fully immersed in 
the moment but to be conscious of the fact that in that moment I am also 
contributing the shaping and the sense making with the people I am 
engaging with. I believe this to be a very different way of facilitating a 
process.
Developing the pathway
We talked at length in the steering group as to what was the best way to 
include as many people as was possible in the process and decided that we 
should have a celebratory launch of the project and create as much 
publicity as we could. We made an extensive list of people that included 
anyone who may be involved in or interested in the care of a person with 
dementia. The list included service users, carers, the voluntary sector, care 
homes, social services, consultants in old age psychiatry, community 
psychiatric nurses, speech and language therapists, occupational therapists, 
physiotherapists, psychologists, managers, junior doctors, geriatricians, 
acute nurses, general practitioners, practice nurses, health visitors, district 
nurses, pharmacists, educators, clinical governance leads. These people 
were all identified from the Swindon area and had a local interest in both 
the process and outcome of this work. Invitations were distributed to 
these individuals and they were also asked to identify others who we may 
have overlooked. I also made a great effort throughout this period to talk 
to as many people as I possibly could. I was battling against great 
cynicism a lot of the time, particularly from those working within the 
health service. They explained their cynicism to me as being a 
consequence of their previous experience of improvement projects which
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had either failed or run out of steam half way through because they had 
not been fully engaged. There was also a great lack o f trust amongst 
different healthcare organisations, between primary and secondary care 
with the community team stuck very much in the middle. They expressed 
concern that they found it very difficult to believe that firstly the project 
would be sustained and secondly that they could actually implement any 
changes. I asked that they just to come along and talk to each other and 
try to put their trust in the process that they would develop together. I also 
persuaded the local radio station to give us a mention, which they did. 
They have been very supportive throughout the duration o f the project. 
This support has included publicity and reminders when we were holding 
events. They also ran a series of dementia awareness programmes for the 
local community which gave information about early signs and symptoms 
and where to go for help.
There were many individuals that wanted to take part but knew that they 
would not be able to commit themselves fully at that moment in time. To 
them I extended a welcome to come to any session that they could, even if 
it was just the one time, as their contribution was valuable. To those who 
could not attend any of the sessions I made a promise to make time to 
come and talk to them about what had happened so that they still had an 
opportunity to feed in via myself and to be included in the process in this 
way. This was a very important part of the process, I was determined that 
as far as was possible; I would be able to demonstrate that I had attempted 
to include everyone. My experience before this was that some people 
even seemed to purposefully disengage from this kind of work and I found 
that I was beginning to ask myself if this was in order to disempower those 
who were contributing. So many times in the past I had worked with 
improvement teams only to be slain at the final hurdle because someone 
who had not been involved in the process didn’t like the outcome and 
refused to take on any of the recommendations. I wanted to make sure
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that everyone felt that they really could contribute and influence the 
process. On reflection I believe that this way of starting the project shows 
me trying to live my embodied values of engaging in an inclusional and 
responsive way in my practice.
The Launch
The project was launched at the Swindon Hilton on a very windy 
December night. Despite the appalling weather over 100 people attended 
the session. The purpose of the launch was two fold: -
Firstly -  to inform - by presenting as much information as possible about 
dementia care, and,
Secondly -  to stimulate a passion for improvement within the audience 
enough to engage them in the project.
The evening was divided into two halves, the first o f which was a series of 
interactive presentations. Roger Bullock talked about dementia and living 
with this illness and invited members of the audience to ask questions and 
to share their experiences. Patrick Brooke talked about the challenges 
facing general practitioners and the reasons why they often miss the early 
signs of dementia. Albert Persaud talked about the importance of cultural 
differences and making sure that ethnic groups were also part of the 
process. I then talked about the project itself, the way we would be 
working and what would be expected if you were to become involved.
We then gave people the opportunity to talk to each other in a more 
informal way over food and drink, which always helps, and to ask 
questions or just to take time out to think and reflect. We told them that 
after this informal time we would be asking people to sign up to be part of 
the project. We (the steering group) had decided to divide the project up 




3. Care management and treatment
4. Review
5. Coping with change
I had concerns about breaking the work up in this way because I wanted to 
avoid one group being from primary care and one group from secondary 
care which really would defeat the purpose of trying to work in a more 
inclusional way. In the end this wasn’t actually an issue because those 
individuals who committed themselves to the project often came to and 
participated in all 5 parts. I was happy that we had enough people to start 
the work. Those who signed up were given the times of all the planned 
meetings before leaving the Hilton. This again was based on previous 
experience of trying to get extremely busy healthcare professionals to a 
meeting at short notice. I wanted to make sure that they knew what the 
time commitments were going to be right from the start so that they knew 
whether they were able to make that commitment or not. It was also made 
clear to those people who were participating that they had a responsibility 
to communicate with the rest of their professional group any ideas, 
suggestions or changes that were being put forward. This was again to 
ensure that as many people as possible felt engaged in the process directly 
and that their input was valued, even if they were unable to be at the 
meetings. Some people were very keen to be involved but couldn’t make 
the meetings and I also promised that I would come and talk to them after 
the meetings and attempt to convey the content o f the meeting to them in 
as truthful a way as possible and to give them an opportunity to be 
included and to tell their stories, if only from a distance.
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The Process
We were finally ready to begin and I was very excited but I was also very 
anxious. I was being put under tremendous pressure to produce agendas 
for the meetings, to write aims and objectives and also to ensure that any 
changes to the way the service was currently organised and delivered were 
evidence based. This was in direct contradiction with my desire to create 
an environment wgre people could talk to each other and engage in an 
emergent process of discovery, in this way conflicting with my values of 
inclusionality and responsive practice. There was also an expectation 
from the healthcare professionals involved that I would in some way direct 
them to the answers. I can remember the expression of horror on one 
manager’s face when asked, “what are we covering today?” I replied, 
“Let’s just see what emerges from the team. ”
It was however very important that any change in the care and treatment 
o f people with dementia or any change in the way the service was 
delivered was based on evidence, if indeed evidence was available, as well 
as from the experience of those delivering the service and those receiving 
the service. I undertook, with a great deal of assistance from Novartis, a 
systematic review of secondary research and relevant primary research 
from 1975 to October 2000. Key words used for the search purpose were 
dementia, Alzheimer’s, guidelines, consensus, assessment, investigation, 
diagnosis, continuing care and elderly.
Having amassed all this paperwork was one thing but devising a process 
that would lead to decisions about its implementation was another. There 
was at the time of this project a growing database of evidence in relation 
to cholinesterase inhibitors, the new drugs for Alzheimer’s disease. As 
with many new drug therapies it was also quite difficult for many patients 
to have access to these drugs. The National Institute for Clinical 
Excellence (NICE) was in the process of producing guidelines for the
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prescribing of cholinesterase inhibitors, drugs used in the treatment of 
dementia, but at the time of the project we were unsure as to whether this 
guidance would be ready in time to include in the pathway. The project 
participants agreed that they would be prepared to develop consensus 
guidelines which we would include until the NICE guidance was 
complete. This was not the only area where evidence was not available.
As expected there was more evidence available for the medical side o f the 
care for people with dementia. The carers and service users involved in 
the project were disappointed to find that there had been less input into the 
difficulties faced by them on a day-to-day basis. This project, however, 
could prove to be a significant leader in developing further research 
evidence in this area. Once I had gathered all the research evidence 
available, I went through a lengthy process o f putting it into a format that 
made it more accessible to those individuals who wanted something a little 
more readable. This evidence was then circulated to all those involved in 
the project so that they could become more familiar with it before our first 
meeting. I also made myself available during this period to spend time 
with anyone who needed me to help them with any part of this process.
I was looking forward to the first session, which we held in the more 
familiar surroundings of the carers’ room at the Victoria hospital. The 
carers’ room is a large comfortable room and has been designed to 
represent, as much as is possible in a hospital environment, a family sitting 
room. It is a room that is available for carers to use in whatever way they 
want and is also where their support and education sessions are held. I felt 
that holding the meetings here would contribute to making them feel more 
at ease. I was also a little nervous, as usual. Sarah from Novartis had 
asked if  she could come to the sessions. I had to think about this request, 
as I didn’t want her presence to hinder the openness I was hoping to 
establish. I agreed with her that she would come to the first session and 
then we would review the effect, if any, her presence had had on the
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dynamic of the group. I also requested that she come to the session as a 
participant in the process and not as an observer. Sarah was the first to 
arrive, about half an hour before anybody else. At this point I began to 
panic a little, what if nobody came, what if this was as far as the project 
went, would I end up trying to write guidelines myself on behalf of other 
people who would never implement them? My worries were short-lived 
as the sound levels in the research centre started to rise and a group of 
carers and newly diagnosed patients came through the door. They were 
shortly followed by representatives from all parts of the service.
What was my role?
I have facilitated many different projects but each time my role has had to 
be different depending on the nature of the project and the participants. I 
have been able to take on a variety of different roles as a facilitator 
because of my theatre experience. I learnt as an actor to be sensitive to the 
needs of the other and also to be aware of my self and how individuals 
respond to me. This time I wanted to create an environment where 
individuals who don’t usually work in this way together would be able to 
trust each other and engage with each other in a conversation about their 
experiences in a way that may encourage new ways of working. I knew 
that this was going to be a challenge but it was a challenge I was 
determined to rise to. I wanted to be able to be part of a process where we 
could make sense o f what was happening for each of these individual 
participants on a day-to-day basis so that together they could create 
something new and novel. It was my responsibility to make sure that 
people were put at their ease and were supported. This meant that I would 
have an understanding of the power relations at play within the group. I 
also wanted to make sure that the less dominant members o f the group 
were given the same opportunity to contribute as the more dominant 
members. I wanted to ensure that we used a language that was accessible 
to all o f us and not dominated by medical terminology. My role here was
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as intermediary and I was conscious that I needed to hold the space in a 
way that enabled an inclusional process to emerge.
We started this session with a blank sheet of paper but with a room filled 
with individual experts who had an incredible amount of embodied 
knowledge. What ensued was a process of exploration through a sharing 
o f this expert knowledge firstly through conversation and then through the 
telling of stories. My role within this was to keep the conversation going 
in a way that encouraged individuals to participate. As people became 
engaged they began to make connections, in the moment, this would often 
take the conversation into a completely different and unexpected direction. 
There also developed a very tangible difference in the way people were 
telling their stories. The telling of stories is not a new process but is quite 
often undertaken in isolation as in the case study, or only one story is 
focussed on. Here we were telling stories collectively and we were 
listening to each other and were able to question or to add comment. This 
process was not always easy or comfortable and there was often argument 
and tension. There were also moments of laughter and fun as the 
relationships were developed and extended. Patricia Shaw refers to this 
way o f working as “complex responsive processes o f  r e l a t i n g She 
describes this further by saying:
“This way o f  thinking suggests that we are constructing together a 
future that is always already given shape by history but which is always 
open to further shaping as the simultaneous continuity and potential 
transformation o f  the patterning process o f  communicative action. ”
(Shaw, 2002. p.43).
By sharing stories in this way we were able to understand more about the 
things that affect us and this sharing and understanding enabled the telling 
of our new stories, the story we wanted to tell about the future of our 
services, would be one that we could now create together. Working in this
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more fluid and participatory way does not mean that I did not use some of 
the tools I had used before, tools like process mapping. I was however 
trying to make sure that I used these tools when it felt right to do so rather 
than the tools themselves driving the process. In this way I was able to 
behave in a much more responsive rather than impositional way.
In this first session we used process mapping to recreate the patient’s 
journey and this was an incredibly complicated process. Starting from the 
beginning and trying to identify what currently happened on this journey it 
soon became apparent how complex the whole process was and also to 
begin to understand how things can very easily go wrong. It was also a 
surprise as to how much disagreement and contradiction there was about 
the process from each different perspective. It also became very clear 
very early on in the process how little we actually know about what each 
other’s role is, what each professional group provides, what we actually do 
on a day to day basis. A significant part o f this process was the story 
telling. The purpose of this was to immerse ourselves in the reality of 
each other’s experience. We were discovering that there were many 
assumptions being made by individuals on behalf of each other. This was 
an opportunity to begin to understand what it is like to have dementia, to 
be a carer of someone with dementia or to be a busy general practitioner 
expected to recognise the early symptoms of dementia. This part of the 
process was very moving as individuals opened up to the rest of the group 
and told their stories.
The following are excerpts from some of the stories that were told at the 
first sessions. I have included these stories here because for the group 
they became the most significant stories. Audrey and Ray’s story was and 
is significant because of its extremity in terms of failure. This story made 
a significant contribution to our understanding of how we can so easily fail 
to provide for those people using our services. Patrick’s story is also 
significant because o f the important role of the general practitioner as the
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gate keeper to services. We very quickly learned that to fail at this point 
meant a delay in recognition and diagnosis and caused unnecessary 
distress to people in the early stages o f  dementia.
Audrey and Ray’s Story
Ray
Audrey and Ray are both in their 70’s and Ray has been suffering with 
dementia for more than 17 years. His symptoms began suddenly over a 
week-end when he was just 57 years old following a stroke. His stroke 
was not obvious when it happened, as he seemed to have no physical 
symptoms o f  the kind usually associated with stroke. Audrey reported that 
his behaviour was “strange”. When 1 asked Audrey to tell me what she 
meant by “strange”, she explained:
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“/ /  wasn *t something specific, not something I  could put my finger on. 
He just wasn V himself, it was very slight at first, hut I  could tell, I  knew 
he wasn’t right. ”
Ray’s “strange behaviour” continued and Audrey decided to seek medical 
advice from their general practitioner. He referred her to their local acute 
hospital where he was examined by a consultant and the diagnosis o f  
stroke was confirmed. They were sent home with the advice that many 
people have strokes and completely recover and Ray was very fortunate, 
as he appeared to have suffered no obvious physical damage. Ray was a 
builder and up until this point in his life had been very fit, both physically 
and mentally. Following this episode o f  illness he was never able to work 
again. Ray and Audrey were in the process o f  moving house at the time 
and their move went ahead as planned. The new and unfamiliar 
surroundings that Ray now found him self in added to his growing 
confusion. It took a total o f 8 years before Ray was actually diagnosed as 
having dementia. Throughout that period o f  time as Ray deteriorated they 
were given very little help and support. Audrey described the day-to-day 
difficulties facing the carer o f  someone with dementia.
Extract from Audrey’s story
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“I ’m going to tell you about my husband Ray...Oh...W here do I  start? 
Pve been looking after Ray for nearly 17 years (laughs) don’t look at me 
like that -  Pm  in my 70’s you know -  People always say ‘Oh you don ’t 
look that age’. It must be all the hard work that keeps me looking young. 
And you know it is hard work, i t’s damned hard. You know this is the 
first time in all those years o f looking after Ray that any one has asked 
me to have a say. Not that I  haven’t said my bit over the years -  well you  
have to don’t you. (sighs) That’s why I  come here, every week, ooh I  do 
enjoy it as well though -  but to get you lot all together in the same room 
at the same time -  talking about dementia -  well that’s a miracle.
They’re all lovely, especially here at the Vic, but you see they are the 
experts here aren’t they, they know all about dementia -  and that’s the 
main problem when you go anywhere else, the people don’t know what 
dementia patients need.
Take Ray fo r  instance, Ray is very different -  he’s not your usual 
dementia patient. Well he can still read the paper -  he plays cards. But 
i f  he was sitting there with an empty glass, he wouldn’t be able to think 
‘Oh my glass is empty, it needs to be filled up. ’ He doesn ’t make the 
connections; he wouldn’t make the connection with him being thirsty 
and his glass being empty. That’s what makes me angry about the 
respite care. These places aren’t designed fo r  people with dementia.
They don’t seem to have any understanding that these people can’t ask 
fo r  things themselves. Ray has to have a bag now, a urine bag to drain 
o ff his urine. So he has to have plenty o f  drinks, to keep it flowing, but 
he won’t ask. Do you know some days they don ’i even empty his bag. I  
like to give it a little wash out when I  empty it; you know to keep it nice 
and fresh. Ray always kept himself nice and clean and fresh. That’s 
one o f  your biggest worries when you are looking after someone, you  
worry about something happening to you —you know that everything 
would just fa ll apart -  that’s what causes you so much stress. I  know
175
that i f  anything happened to me, Ray would have to go into a home and 
he wouldn 't last 5 minutes in there.
I  didn ’t even want him to go into respite, but it's very hard to cope fo r  24 
hours a day every day, 7 days a week. And it wears you out having to 
fight fo r  every little thing. It's like his walking, I  have to make him get 
up and have a little walk around every hour or so. He's got a walking 
frame now because he's a little bit wobbly. But you see they don't do 
that when he's in there, he just sits all day -  they don't walk him 
around. So when I  get him back in the evening he's as stiff as a board 
and that makes him even more wobbly. Now that's just basic care isn 't 
it? Just basic common sense. It's not right you know. It takes me 3 days 
to get over the effect o f  having one day off; it makes you wonder i f  it's 
worth it.
I  must tell you the shower saga. My Ray's a big chap; well he's not as 
big as he used to be now. He used to be a builder, he was very f i t  As 
he's got less mobile I  found I  couldn't get him in the bath. So I  talked to 
the occupational therapist from social services, not the ones from  here, 
the one from  the social services. I  wanted to see i f  I  could get some help 
from  them to put in a shower for him. Now Ray did very well when he 
was working and we managed to put a little bit by fo r  our old age. As I  
had this bit o f  money I  had to meet them half way, I  had to pay fo r half 
o f  the shower myself. Now don't get me wrong - 1 don't mind making 
my contribution - 1 don't want charity. I  thought that i f  I  was paying 
fo r half then I  would be able to have some choice in what kind o f  shower 
I  got. They sent an O. T. around to the house; I  don't think she knew 
anything. Any way what I  ended up with isn't a normal type o f  shower, 
I've got a room with a plug in the floor and the whole room is tiled. The 
idea is that I  don't have to climb in and out with him; it's supposed to 
make it easier fo r  him. Now that's fine but she didn't choose non-slip 
tiles. So you can imagine what it's like when it's wet can't you -  me and
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Ray just go sliding all over the place, (laughs) Seriously though we’re 
lucky we haven’t ended up on the floor. When I  turn the shower on I  
have to keep hold o f  him so he doesn’t slip and I  end up soaked. So I  
rang the O. T. and told her what was happening and she came out to sort 
it out. She turned up with this plastic frame. I t’s got 3 sides and h e’s 
supposed to wrap it round himself and he won’t fa ll over and I  won 7 get 
wet. Well Ray might have dementia but I  haven 7 so I  told her she has to 
change the tiles, you can 7 have slippy tiles in a shower. My daughter’s 
a teacher and she said they’ve got the very same tiles in the school 
corridor and when the cleaners wash them and they get wet they have to 
put up a hazard sign saying *caution’. And I ’ve got them in my shower, 
now where’s the sense in that This is the sort o f  thing you have to put 
up with. That’s the hardest thing when you are looking after someone 
with dementia. These people don’t really know who they arey what their 
lives were like before they got this illness, they don 7 know that there is a 
person there. When my Ray got dementia I  lost him, I  lost, my husband, 
my friend my partner, my lover, the father o f  my children. Yet he is still 
here and at the same time he is gone.
Audrey’s story is a very moving account of her struggle to provide the 
best possible care she could for her husband. Audrey’s commitment to the 
project was incredible; she attended every meeting of each stage and 
contributed in a way that will remain with me forever. She welcomed me 
into her home so that I could share some of her time with Ray and helped 
me to understand what life for them was like. When we listened to 
Audrey’s story in the group it enabled us to root the work we were doing 
back into her life. We were able to talk to her about what things would 
really make a difference to her and to Ray. I was always amazed at the 
contribution the carers and patients made to improvements in the service. 
They were full o f very simple easily achieved innovative ideas. They 
were ideas that could make a significant contribution to the quality of their
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lives. Working in this way also enabled real partnerships to develop 
between the users and the providers of the services.
l^You can see more of Audrey and Ray in DVD Chapter 2, “Breaking 
Down the Walls o f  Silence.” In this chapter I have included a clip of Ray 
looking at some old photographs that Audrey had been showing me, they 
included photographs of their wedding day. I have included this clip 
because I believe it shows the inclusional nature o f the relationship I had 
established with both Audrey who was contributing to the video and Ray 
who despite his difficulty to engage in conversation is still included in the 
activity.
I have included a second clip of Audrey talking about how she felt in the 
early days of Ray’s illness, she felt he was neglected and this had an 
impact on his deterioration. I have included this because at the time it 
made me feel very angry at the way our services can easily fail to treat 
people like Audrey and Ray with the love and respect that they deserve. 
This is also communicated by Audrey in her third clip where she talks 
about the wider implications of living with dementia. In this clip we can 
begin to understand the importance of education in nursing and care 
homes. This conversation with Audrey contributed to the development of 
characters that I could use as part of a pedagogical approach to developing 
services.
Patrick’s Story
Patrick is a general practitioner (GP) and has a special interest in 
dementia. This makes him very unusual as a GP and he has developed a 
wide knowledge base in the early recognition of dementia. He is also a 
very busy practitioner and finds it difficult to devote the time he knows 
that his patients need for a proper consultation. Patrick finds it difficult
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but has a great deal of knowledge of the early signs and symptoms. He 
pointed out that it is even more difficult for those general practitioners 
who don’t have a specialist knowledge and it isn’t surprising that many of 
the early signs and symptoms go undiagnosed for so long. Patrick shared 
his story with the group.
My average consult is 10 mins
The typical patient usually arrives mid morning (the elderly usually 
come about lOish)
I  get a polite little knock politely on door, I fm running 15 mins late 
already by this point and Pm  desperately hoping that this will be a 
simple blood pressure check so I  can review the medication and catch up 
4-5 minutes time.
The patient comes in, I  shake her hand and apologise that Pm  running 
a bit late, she sits down saying that she almost forget her appointment 
but luckily her daughter reminded her last night, then backs this up with 
a comment like “ I  don 7 know my memory’s shot to pieces”
I  am running late so I  overlook this cue!
“How can I  help this morning? Is it your annual check up?”
“Oh yes doctor and I  need to ask you a couple o f  other things whilst Pm  
here. ”
I  ask what those things are so I  can try and manage the time available 
appropriately -  my heart sinks, as clearly Pm  not going to catch up time 
on this appointment.
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“Well its my knees they ’re starting to hurt a lot when I  walk, my 
daughter has to do a lot o f  my shopping nowadays, I  used to walk into 
town and back but now I  can’t get round the supermarket on my own. 
Now what was the other thing, oh I  can’t remember. ” -  she rummages 
in her bag for a list looking at it she says “oh yes that’s it - I ’ve also got 
a couple o f  moles on my back that I ’d  like you to look at”
My heart sinks further as I  think o f  the 15 layers o f  clothing she’s 
probably wearing and how long it’s going to take her to remove and then 
put them back on again.
“Oh ”’ Isay  “lets start with your blood pressure”, I  check this -  i t’s gone 
up so I  have to increase her medication, I  print o ff a bloodform to check 
her Urea & Electrolytes.
“Right lets have a look at your back and your knees”
I  show her towards the couch in the corner and help her on to it, I  fiddle 
around with her knee fo r  a minute largely because that’s what is 
expected o f  me -  I  already know she’s got Osteoarthritis o f  the knees 
and probably also o f  the hips.
I  get her to lean forwards whilst I  try and lift her blouse up and move 
aside various layers o f  corsets and vests to try and view the offending 
spots. Again as expected I  see two seborrhoeac warts, which I  reassure 
her, are normal and due to the skins repair mechanisms failing due to 
age and previous sun exposure.
I  help her o ff the couch and leave her to correct her clothes and slowly 
put back on her cardigan scarf and coat.
After a minute or so (during which I  tap away at my computer and write 
out an x  ray card fo r her knees) she returns to her seat
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I  recap what I've found
“Your blood pressures a little up so we need to increase your lisinopril to
10 mg, you need to get this blood test done and see me again in 4 weeks 
to recheck it. ” (As Isay  this I  hand her the blood form  and the 
prescription)
“I  think your knee pain is due to arthritis * wear and tear’ - w e ll get an 
x  ray to confirm this and in the mean time I ’d  like you to take some 
regular paracetamol fo r it, you need to take 2 tablets four times a day. ”
A t this point the patient invariably replies that they’ve tried paracetamol 
and it didn’t help much.
I  reply that taking regular paracetamol is much more effective than 
taking it occasionally. Pre-empting the next question as to whether this 
is safe Isay * it’s quite safe to take up to 8 paracetamol a day’ I  also 
suggest trying some glucosamine from  the health food shop or cod liver
011 capsules.
Finally Isay -  “and don’t worry about those marks on your back they’re 
seborrhoeic warts, i f  they cause you any problems we could freeze them 
off otherwise I ’d just leave them alone. ”
The patient gets up, I  shake their hand and say I ’ll see you in 4 weeks 
time, as I ’m holding the door open fo r her to leave she suddenly says, 
“Oh I ’ve forgotten I  need all the rest o f  my tablets, you know my 
memory really is terrible. ”
I  usher her back to the seat and pull up her prescriptions on the 
computer, after a little chat about which tablets she needs and does she 
need any more o f  her cream I  print o ff the prescription and sign it fo r
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her. As I  pass it to her Pm  tempted to try and ignore the now multiple 
cues given to me about her memory worries, Pm  now running 25 
minutes late but my conscience wins through so I  try and broach the 
subject o f  memory.
“You’re quite worried about yo u ’re memory aren’t you?”
“Well my daughter keeps telling me Pm  getting forgetful; I  think she’s 
worried Pm  going to go batty like my mother. ”
“Did she have a problem with her memory?”
“Yes she used to live at home with us when I  was little, she got 
demented. ”
“You’re quite worried about this happening to you aren’t you?”
“Oh Pm  ok it’s just my daughter worrying, anyway there’s not much 
you can do, I  don’t want to go into a home. ”
“I t’s not that bad. But we really ought to check your memory out as 
there are now things we can give you to help i f  we get to it early 
enough. ”
“No don’t worry about me doctor, Pm  ok. ”
“Lets just check your memory out, then you can reassure yourself and 
your daughter that yo u ’re OK, I  need a few  minutes to do this and Pm  
sorry but I  don’t think I ’ve got enough time to do it justice now. Why 
don’t you come back in another appointment or we could do it in 4 
weeks time when I r e  check your blood pressure?”
“Well i f  you think it’s worth it. ”
“Yes I  do, it’s really important to check it out now and not leave things 
until i t’s too late. ”
Consultation ends, I  stand up and shake her hand again, “I ’ll see you in 
4 weeks or sooner i f  you ’d  like and we’ll check through things then for  
you.”
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She thanks me and we say goodbye again
I  return to my computer and try and record whaVs happened in her 
notes.
Patrick’s story is a very honest and open account o f life as a busy general 
practitioner. His input was absolutely crucial as it is in this relationship, 
the first encounter with the health service, where things can start to go 
wrong. We were able to talk openly and honestly about the circumstances 
where this might happen, what causes it to happen and what we could do 
to change this and to try to ensure that individuals did not slip through the 
net. There was also an interesting dynamic between the services provided 
by secondary care and primary care and a tendency for one side to blame 
the other for problems that they had encountered. This was not an easy 
process for healthcare professionals like Patrick to engage in. This 
process was an emergent process and was enabled as individuals engaged 
in conversation, as we engaged in a process of making sense of our 
experiences together.
recreation of the first contact with a GP can be viewed in DVD 
Chapter 2, “Breaking down the walls o f  silence. ” I have included this 
clip in chapter 2 because I feel it helps me to communicate the importance 
I place on the ability for theatre to help as part o f an educational and 
developmental process. This re-enactment was created from the stories we 
shared based on individual’s experience. The theatre was devised and 
used as part of an ongoing programme of education and development. It 
was used to stimulate conversation and to encourage other people in other 
settings to tell their own stories. I believe that by including this clip I am 
more able to communicate my embodied value of love and respect for self 
and for others. I do this as I recreate a character that gives voice to those I 
am working with in a way that pedagogises empathy and shares my
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passion for compassion with a wider audience. It also enables my practice 
to be held to account in a public arena.
I was very encouraged that by being able to hold the space for people in 
this way I had managed to create an environment where this debate could 
happen in an open and reflective way. As we went further into the process 
much of the defensiveness that was apparent in the beginning began to 
disappear and individuals said that they now felt less threatened and more 
comfortable with this process. This meant that we were able to focus less 
on “who does what” and more on “what should we be doing?” Through 
this process of focusing on the relationship between the different service 
providers and the relationship between the service user and the provider 
we were able to identify the parts of the service that we had to improve. 
Again the service users and carers played a significant part in making 
innovative suggestions that could have an immediate impact on their 
quality o f care. One of the carers talked about how difficult it was getting 
enough information from the staff in the day care centre her husband 
attended a couple o f days a week. She said that she didn’t like to ask too 
many questions, as the staff were always so busy. She also said she didn’t 
want them to think she was a troublemaker.
A carer’s story
This may seem like a little thing but it is often the small things that 
become big things. When I  pick Jim up at the end o f  the day I  don’t 
know what hefs been doing all day and even more importantly fo r  me I  
don’t know what he’s had to eat. Now I  can look on his chart and it 
might say, Lunch, Fish chips and peas. What it doesn’t say is whether 
he ate any o f  it or not. That information is really important but the staff 
haven’t got time to explain it all to me, they are fa r  too busy and I  don’t 
want them thinking I ’m a trouble maker. Without that information I  
don ’t know what to give him for his tea, you see i f  he’s had a good lunch
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I  can make something light in the evening. I f  he hasn’t eaten much 
then I  need to make sure he’s had enough nutrition otherwise his health 
will deteriorate. Pm  also sure that sometimes when he has a bad night 
i t’s because he was hungry, as he didn’t each much during the day. The 
nurse also told me his flu id intake was really important -  but I  don’t 
know how much he’s had to drink. So what I  have done is bought a 
little notebook and they write it all in here and i f  I ’ve got any questions I  
write it in in the morning and they will write an answer fo r  me and that 
way I  don ’t have to keep bothering them all the time.
Another innovative and simple idea came from the discussion following a 
story told to us by one of our community psychiatric nurses.
I  had an urgent phone message on my desk from  the matron o f  a care 
home where we had recently placed one an elderly gentleman. They 
were having a problem with him and were finding his behaviour very 
aggressive and wanted us to fin d  another placement fo r him. This 
gentleman had only recently become known to us here and we had very 
little knowledge o f  him and his past history. I  went to visit him and over 
the next couple o f  days got to know a little more about him and what was 
making him behave in this way. His agitation happened every time they 
came around with the tea trolley; he would become quite violent and 
upset and was frightening the staff. What I  learnt about him was that he 
had served in the war, he was very young, only 17. He was posted to 
India and his camp was on the edge o f  a tea plantation. Every day he 
watched the women tea pickers suffer at the hands o f  their bosses. He 
often saw them being beaten and in the night they dug a p it to sleep in. 
He could do very little to help but vowed that he would never drink tea. 
He was, because o f  his illness, unable to explain this to anyone but the 
sight o f  the tea trolley evoked these memories fo r him and he became 
very upset and angry. I f  we had known a little bit more about him before
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he came into the home all this worry and distress could have been 
avoided.
I was deeply moved by this story, as was the rest of the group. It 
reminded me how as healthcare providers we often spend too much energy 
on outcomes and procedures and ignore the most important thing, that we 
are working with people and very often vulnerable and frightened people. 
The team agreed that it was very important for the service user and their 
family to feel that those who were providing a service to patients knew 
more about who they were, what were their likes and dislikes, their 
passions in life. One of the carers came up with the idea of creating a 
“living diary”. This could be an activity that the person with dementia 
could be engaged in with their friends and family. They would create a 
diary of who they are. It would contain their living history, their likes and 
dislikes and whatever they felt they wanted others to know about them 
when they were in a position were they were no longer able to 
communicate in that way.
After these early meetings I spent a great deal of time in the local 
community in order to get to know the older members of the locality a 
little better. I wanted to know what their understandings of dementia were 
and how they also may like to contribute to this piece of work. I talked to 
people about their understanding of dementia and what they thought they 
would like to be provided for them if they develop the illness in their later 
years. I also spent a lot of time with older people’s groups sharing 
information with them, asking them questions and getting them to ask me 
questions. Again this was a rich source of information and stories about 
the lives of older people living in our society. At every meeting I went to 
I was approached by at least a couple of people who were concerned about 
their memory. Some of the people I met had already mentioned their
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concerns to their doctors only to be told that this was just part of the 
natural aging process and therefore nothing for them to be concerned 
about. There was still so much to be done to educate and inform. I also 
spent some time in the homes of people with dementia, both those who 
were involved in the project and those who were not. This is where I had 
the great honour o f meeting Charlie and his wife Marion. Charlie has 
chronic emphysema but he does not let this stop the endless devotion he 
shows his wife. Charlie was unable to come to any of the meetings and so 
I visited them regularly at home talking through our progress and asking 
them for their suggestions.
Charlie had also found some very innovative solutions to some of the 
problems he and Marion were experiencing. Because of her memory 
problems Marion had started to become very agitated when Charlie leaves 
the room. Charlie had the idea of buying an electric doorbell. Marion 
wears the doorbell around her neck and Charlie carries the receiver in his 
breast pocket. If he is in the garden and Marion forgets where he is and 
becomes agitated she just has to press the bell and he will respond. This 
makes them both feel very secure.
Shortly after meeting Charlie and Marion we were given the opportunity 
to make a documentary about dementia for a medical series. The Director 
asked if any of the patients and/or carers would like to make a contribution 
to the film. I asked Charlie and Marion if they would like to be involved 
and they agreed to help us. I felt it was very important for the filmmakers 
to meet them both before the filming in order to develop a relationship 
with them and to put them at their ease. Charlie and Marion handled the 
whole event with confidence and dignity. The account of their lives 
together and their love for each other was very moving. The director 
asked them at one point how they like to spend their day. Charlie replied 
that they just enjoy each other’s company and sometimes they just sit
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together on the sofa, quietly, and hold each other’s hand. As he spoke he 
was holding his wife’s hand, and although she now finds language very 
difficult, with her other hand she gently touched his face. As we packed 
up all the filming equipment the director, who was still very moved by the 
interview said to me, “Today I  experienced real unconditional love fo r  
the first time and that image o f Charlie and Marion will stay with me for  
ever. ”
i*$You can share some of Charlie and Marion’s experience of living with 
and caring for someone with dementia in DVD chapter 2, “Breaking 
down the walls o f  silence. ” I have included the first clip of Charlie and 
Marion in their home in conversation with me. In this first clip I have 
tried to show the life affirming energy of this couple who engaged in a 
warm loving and trusting relationship with me as they talked about living 
with dementia. I have included the second clip of Charlie reading from a 
letter he had prepared for me because he wanted to make sure he was able 
to communicate his feelings clearly. As I was filming and listening to 
Charlie I was becoming anxious about Marion who seemed to be drifting 
away and becoming excluded from what was happening. There follows 
which is for me a very beautiful and significant moment where Marion, 
who is now unable to use very much language found another way to 
communicate. In this moment she catches my eye and gestures behind 
Charlie’s back in a very comical way that she thinks he is being big 
headed. I have included this clip because I believe it shows that I am 
being inclusional and responsive in my engagement with Marion and 
Charlie. I also believe it shows how the relationship I had developed with 
them both was one of mutual trust and respect.
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M arion and Charlie
Creating a Pathway of Care
After the first meeting o f  each stage o f  the pathway I would attempt, by 
using process mapping, to create a flow-chart o f  what the team agreed 
should be the way care should be provided. (The flow charts can be seen 
in the booklet “Breaking down The Walls o f  Silence”, Appendix 14). We 
then held a second gathering for each stage where any additional changes 
could be factored in. This also gave time for me to engage in a 
consultation period with any one who was unable to come to the first 
meeting. This would ensure greater ownership and would help when it 
came to making changes to the service. We then held a second celebratory 
gathering o f  all the teams and cemented the whole pathway together. This 
was a crucial meeting and was also a launch for the implementation o f  the 
pathway in Swindon. I had been asked to put together a short booklet 
describing the process and containing the pathway so that other services 
could take advantage o f  the research we had undertaken. I had some
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anxiety about this and was concerned that other services would try to 
implement the pathway that we had created without going through the 
same process of development, of sharing their stories in an ensemble of 
conversation, that our teams had gone through. I felt it was really 
important in order to achieve the level of ownership and understanding 
that our teams had achieved. I was reassured that the pathway would not 
be used in that way. It was also agreed that I would create a series of 
developmental workshops that would assist other teams to go through a 
similar process. I agreed to put together a short booklet that would: -
1. Describe the reasons for the need to develop a care pathway for 
dementia.
2. Identify the research evidence.
3. Describe the rationale for the decisions made by this service based 
on both the evidence and the knowledge of our practitioners, 
patients and carers.
4. Include our care pathway.
5. Include examples of forms that can be adapted for other services.
6. Include references that other teams may find useful.
I produced the booklet “Breaking Down the Walls of Silence” and this 
was later published by Harcourt for national distribution (see Appendix 
14). I have recently been asked to write a second edition of this booklet 
for Novartis and this process is now underway. Although I was at first 
very pleased with the booklet I produced last time, I will approach this 
second edition in a very different way. I was anxious throughout the 
writing of the first booklet about the methodology I was developing. To 
me it felt right to engage all the participants in the way I did. This was not 
however common practice and to a certain extent I was too insecure about 
the methods I was using -  particularly with regard to the use of creativity. 
Despite having a wealth of embodied knowledge in the value of working 
in this way I would not have been supported if  I had been explicit about
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how I was working. I had to weave creative processes in and out when 
and where I could. In this way we experienced a much more tentative 
approach but I am satisfied that this lends itself to a much more responsive 
way of working with newness. Rather than charging in with something 
new and novel it was more appropriate for this to evolve in a much more 
sensitive and self-organising way. This is my way, it is not about 
imposing my discourse on others it is much more about feeling and 
responding and engaging together in an ensemble of shared and new 
knowledge which is being generated in the conversations we have 
together.
Implementation
The team in Swindon had created a pathway that made recommendations 
based on evidence, expertise and collective narrative. This did not 
however reflect current practice everywhere in the locality. We had to 
plan what would be the best way to implement the pathway in order to 
lead to an improvement in the early diagnosis and care of people with 
dementia in the Swindon locality. How would we encourage people to 
look at their practice, reflect critically and openly and think about how 
their practice might improve? And would the pathway we had developed 
enable this process in anyway? Patrick was also keen to implement the 
pathway in the area he represented which was West Berkshire. West 
Berkshire was a very different location with a very different service 
provision and this would be a perfect opportunity to undertake an action 
research project to do this. It was agreed by the steering group that I 
should seek funding and ethics approval to undertake a pilot in Swindon 
and in West Berkshire. This became a very lengthy process where I very 
soon became aware that action research is not a methodology that ethics 
committees looking at health service research are very familiar with. My 
proposal outlined a process that they were completely unfamiliar with. 
There was no hypothesis and the idea that the questions for research would
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be generated by the participants was a challenge for them. I was invited to 
attend both ethics committees and was able to address their concerns 
directly and to reassure them that this was an accepted research 
methodology. Ethics approval was granted for the pilot by both ethics 
committees and it was agreed that I should facilitate the process. The 
project steering group also agreed to the use of a creative approach and the 
continued use of collective storytelling. Patrick, Roger, Shaun and myself 
planned a workshop for a group of 60 health care professionals in West 
Berkshire to engage them in the process in the same way that we had 
launched the project in Swindon. I was very concerned that we would 
need to engage them in an inclusional and responsive way right from the 
start so that they would feel the same kind o f ownership that we had 
generated in Swindon, where we started from scratch. Here in West 
Berkshire they were starting with the Swindon pathway to see if they 
could use it as a template to improve their own services. I had to make 
sure that they had the opportunity to make it their own. I knew that this 
was going to be a difficult task.
This was the first time that we had involved Roger and Patrick in the 
development of a workshop of this nature. The organisation of the day 
itself was given to Patrick as he was fitting it into a pre-booked study day 
for general practitioners. He had been asked by them to provide them with 
a study day on dementia. I wasn’t very happy with this arrangement, as I 
really had no idea what they were expecting. I was worried that this 
would have an impact on the outcome of the day. I was also having to 
design the content o f the day in isolation trying to fit in with what I was 
only guessing was the overall function of the day. This led to difficulty 
when the 4 of us came together to put the whole day together. We had 
great difficulty in gaining agreement from Patrick with regard to the 
content and organisation of the workshop. Although this day was 
extended to include other healthcare professionals and managers it was
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still the case that they were being invited into the GP’s space and Patrick 
was adamant that the participants should work in their own professional 
groups in the last sessions of the day. Neither had he invited service users 
and carers to be part of the process. His rationale for this was:
“The GP’s will expect some didactic teaching -  that’s why tliy come to
A
these sessions and they would expect it to be given by another GP or 
such like *expert’. ”
“They would feel *safer’ working in their own professional groups. They 
may fee l threatened by each other when they are talking about possible 
problems with the service. ”
Shaun and I were unhappy with this but had to compromise and we agreed 
to work within this framework on this occasion with an understanding that 
we would be able to take responsibility for the design of any further 
workshops. The day also shrunk from a whole to a half a day making me 
really concerned about whether we would achieve what we wanted to 
achieve. We agreed that it was important to try to find out what their 
current thinking about dementia and dementia care was at the beginning of 
the session and I was asked to start the afternoon session off with some 
questions in questionnaire format to ascertain some measures of attitude 
form the group before that start of any development work.
Participants were asked to either agree or disagree with a series of 
statements
1. It is important to identify the symptoms of Dementia as early as 
possible.
2. An early referral leads to a better outcome.
3. I use a diagnostic tool to assist my diagnosis.
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4. There are effective interventions for people with Dementia.
5. I have information for patients relating to Dementia.
6. Improving services for people with Dementia is one of my priorities.
I hoped to be able to have the questionnaire analysed through the 
afternoon so that the results would be available to the groups when they 
would be looking critically at their service in the last session of the day.
(See Appendix 1, West Berkshire Report.)
I was not happy with the final programme for the day, (programme is 
included in appendix 1). I felt that ft there was a lack of focus and overall 
cohesiveness to the day. I also felt that there were other agendas being 
dealt with that we were not party to. I was not sure what they were but 
Shaun and I agreed that we would try to make the best we could out of it.
I am now aware that this dissatisfaction was as a result of me not being 
able to fully live my values of inclusionality and responsive practice and 
that these values have become standards by which I am judging my 
practice.
Outcome of West Berkshire Workshop
Overall the feedback from the evaluation of the workshop indicated that 
participants had found it to be useful, but I still felt quite disappointed with 
the whole process. I was unhappy with the way we came across and felt 
that the whole event was disjointed. We had each worked on our own 
sessions independently from the other, in theory, each session was linked 
but in practice this was not the case, leading to some confusion for those 
participating. As a consequence the participants did not really know what 
to expect from the day. They were a little perturbed about being expected 
to participate in games and exercises. They had not been prepared
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properly. We were not able to work in an inclusional and responsive way 
and the separation of the groups in the afternoon did not result in a very 
trusting relationship with the group as a whole to develop. I disagreed 
with the need for individuals needing the security of their professional 
mask. It was also a pity as really important issues arose in the separate 
groups and the opportunity to talk together about these issues in a patient 
centred way, I felt, was lost. The group I worked with in the afternoon, 
which was made up of nursing staff and allied health professionals, were 
also disappointed that they were working in isolation. I was also incredibly 
frustrated that I was developing a growing reputation for innovative multi­
professional improvement work nationally but was finding within my own 
organisation that I still wasn’t always being taken seriously.
The information we gathered from the series o f questions indicated that 
although people recognised the need for early recognition of dementia 
there was a need for information to help with this. The questionnaire also 
identified a need for more education and development for healthcare 
professionals about the treatment and care for people with dementia, (see 
the full report, Appendix 1).
Although I remained dissatisfied with the planning and organisation for 
the day we did achieve something very important and that was a 
commitment from the participants to work together to improve services for 
people with dementia and an agreement to take part in the research. They 
were also able to identify how they wanted this to be taken forward, (see 
Appendix 1).
Afterwards we held a very lengthy debriefing session and agreed that 
although as a team we had made some very fundamental mistakes in the 
planning of the day, especially with regard to communicating with each 
other, we had still achieved a launch for the pilot in West Berkshire and a
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commitment from the participants. I had learnt a lot and in our debriefing 
session we agreed that we would factor this learning in to our future 
workshop days for the Swindon Pilot. We agreed that Roger should write 
a letter on all our behalves explaining the purpose of the day to all those 
attending. This letter would also include a description of the way we were 
going to work, placing an emphasis on the participatory and inclusional 
nature of the day. It was important to ensure in all future work that we 
were able to spend time developing the relationships of the participants.
Exert from Letter sent to participants of Swindon workshop
17* October 2001
“The purpose o f  the day is to explore current service provision, what we 
do welly what we do badly, and how we work together and put these 
findings together into creating a systemic service across all
organisations It is a long day but is designed to be participatory,
stimulating and thought provoking. A t the end o f  the day I  hope we will 
be planning to work across existing barriers rather than patrolling them 
and that we will have a plan to provide new and exciting services fo r  
those unfortunate to have this devastating condition. ”
The letter also included the programme for the day
Swindon Older People’s Services -  M odernising Dementia Care 
Bowood House, Chippenham 
Tuesday 27th November 2001
09.30 Myths and issues -  chat show 
Is dementia a mental health problem?
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What is the advantage of early diagnosis?
Do drug treatments work?
What is person-centred care, and what does that mean in 
Dementia
Can we give carers what they need?
Can care homes survive in sufficient numbers?
Can the acute hospital agenda fit into the National Service? 
Framework aims?
Can we really work together in an inclusional way and be truly 




Who make up the bits o f  the jigsaw o f  care in Swindon
11.40 Single organisational groups
Themes from the chat show
Task: What 10 aspects o f dementia care do we do well and what 10 
Things could we do better?
Feedback
13.15 Lunch
14.15 Identification of themes from the first session
14.00 Mixed organisational groups
Task: Can we create ways to develop the identified themes -  simple 
rules and bold aims.
Team building exercise 
Perform the task 
15.45 Tea and feedback
16.20 The creation of a dementia action team for Swindon
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17.00 Close
I felt much happier with the construction of the Bowood workshop than I 
had been with the West Berkshire workshop. I believe this was because 
we worked much closer together when creating the activities for the day. 
We had also consulted those who would be participants at the event in 
order to engage them in the process right at the beginning and also to find 
out as much as possible about what they felt their needs were. We were 
able to spend time at the beginning of the day developing relationships and 
creating an environment of openness, inclusion and trust. I was also given 
much more freedom to develop these parts o f the day as it was recognised 
by the rest of the planning team that they needed to let go of their control. 
They were beginning to trust and to recognise the importance of this kind 
of facilitation. Starting the day off with the facilitated chat show, a theme 
that was picked up later in the day allowed participants to begin to take 
risks and to be truthful about their concerns.
The first half of the workshop work was undertaken in multi-professional 
teams but with an organisational heading. It was important to allow 
participants to work in their organisational groupings in order to highlight 
their strengths and weaknesses. Because the participants were better 
prepared by the use o f creative exercises I believe they were able to 
demonstrate an openness and honesty when identifying their strengths and 
weaknesses. It was also interesting how quickly they were able to identify 
themes. We could also recognise that they were working at a deeper and 
more appropriate level, talking about real issues that affect them in their 
day-to-day work as can be seen in what they identified as priorities for 
them. The themes identified by the Bowood workshop appeared to be 
more specific and less general than the themes developed without the 
creative input, (see Appendix 3, Bowood workshop.)
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After lunch the groups were mixed both professionally and 
organisationally in order to have 3 groups with a mix of primary care, 
secondary care and representatives from care homes. This was potentially 
a very threatening activity; previous experience of trying to mix these 
groups together, across their boundaries, had not been very successful. 
There is a history of mistrust and a culture of blame but these groups 
moved very quickly into working together in an open, inclusional and 
reflective way. Individuals who on previous occasions would not talk to 
each other were planning a cooperative future. There was of course 
tension and conflict but these tensions were being discussed openly as 
individuals made sense of what they were trying to create together in their 
conversations with each other. Patricia Shaw calls this process “the living 
craft o f  participating’’, (Shaw. 2002). I believe it is a craft and I believe 
that I am able, through the use of creative techniques to help others to 
develop their craft. Patricia Shaw says that she defines this as a craft 
because, * just as we can learn to conceptualise, to design, to 
communicate and persuade, we can also learn to participate with 
imaginative concreteness as co-narrators, joint authors, co-improvisers, 
and in so doing, locate our competence as leaders d iffe re n tly (Shaw, 
2002. p. 173).
For me this is a clear indication of how working in this way with a focus 
on relationship, identity and communication we can enhance the quality of 
what we do resulting ultimately in better services for those who need to 
use them. My understanding of this and the way in which my practice has 
changed and improved has been able to happen because of my inquiry into 
my practice.
Where are the pilots now?
The project teams have used their potential for self organisation and the 
pilots have developed a life of their own. The implementation process is
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continuing in both localities but with local ownership and in very different 
ways. The West Berkshire project has resulted in significant improvement 
in the way people work together. They have also achieved a decrease in 
the waiting times for people to be assessed by the specialist team. The 
past practice has been changed from a long wait to see one very 
overworked Consultant before any treatment could begin, to the 
development of a team assessment. This means that a new patient who is 
referred from primary care can be seen by other members of the specialist 
team almost immediately. There has also been an increase in consultant 
clinics in the locality. I am also facilitating an action research project in 
Newbury with Patrick in primary care and the memory clinic in secondary 
care. We were successful in finding funding for this 18 month project.
The memory clinic has been moved into the GP surgery in order to create 
a holistic, one stop clinic for people with memory problems. Patrick is 
being trained as the first GP with a special interest in dementia. The clinic 
is also operated in a collaborative way and includes primary care and 
secondary care, psychology, social services and the voluntary sector. The 
whole team are engaged in asking the question “How can we improve 
what we do?” the following is an exert from the research proposal. (Full 
research proposal is attached as Appendix 4).
Research Proposal
The development o f  a more holistic approach to dementia care. A trial 
across three primary care sites o f  the establishment o f  multidisciplinary 
chronic disease style clinics fo r dementia patients that would diagnose, 
initiate and manage treatment o f  dementia within a primary care setting.
Clinics to provide comprehensive *one stop ’ style service, using 
multidisciplinary concepts to organise joint working with voluntary 
sector (Alzheimer’s Society, Age Concern, Citizen’s Advice Bureau, St
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Johns Ambulance, Admiral Nursing etc.), practice and district nurses, 
psychology, social services, primary and secondary care.
The creation of this clinic means a large change in the way services for 
people with dementia are currently organised. This care is traditionally 
undertaken by specialist teams in secondary care. This move will only be 
achieved if there is cooperation from all those involved to work together. 
This will be an enormous challenge but a very valuable move in the right 
direction. This project began in December 2003, as part of the process o f 
the team asking themselves the question “How can we improve what we 
do?” the whole team have been sharing their learning. This has been in 
the form of reflective diaries and also by regular focus groups where they 
talk about their experience of this change process. The team have allowed 
me to video these reflective conversations and have also agreed for this to 
be available on a new web site for sharing innovation in primary care. As 
far as I am aware this is the first time that this has happened in this way in 
the health service and is an indication to me of the trust and strengthened 
relationships the team have developed as a result of working in a more 
creative and inclusional way.
The work in Swindon is also ongoing. The relationships between all those 
parts of the local healthcare community continues to strengthen and 
develop. This has resulted in the creation of a project to redesign services 
for older people across the Borough. The difference in this project to 
previous work is that the whole community is beginning to work together. 
Traditionally healthcare is designed within sections creating boundaries. 
This project includes all parts of the healthcare community, the voluntary 
sector, social services, patients and carers. It is also, for the first time, 
involving those in the local community who are not directly involved 
either as users or deliverers of the service but have an interest by the very
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fact that they are part of the community. The outcome of this action 
research project may determine the way we provide services for older 
people across the country in the future.
The original care pathway created by the team at Swindon is being used 
by many teams across the United Kingdom as a means to develop their 
own pathways of care. It is also being implemented in Brisbane Australia, 
Canada and soon work will commence in Singapore. Although teams 
across the world are using our pathway as a starting point I have 
encouraged them to design their own version to suit their very particular 
local picture. I believe that what is often referred to as the spread of good 
practice can only be achieved when each team is engaged in a process that 
is responsive to their own needs, that focuses on their relationships and 
looks at their whole environment. I do not believe that you can lift good 
practice from one location and transplant it into another without a focus on 
context.
I have also been able to help many teams with the implementation of 
dementia pathways both nationally and internationally by the development 
o f a series of creative workshops designed to enhance this work.
In the following chapter I will describe the process of developing creative 
workshops for healthcare professionals. I reflect on how I have been able 
to build on this process creating a series of workshops that acknowledge 
and respond to the needs of the participants across the health care sector.
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Chapter Seven
Being Creative in 
Practice
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In this chapter I tell the story o f how I first began to introduce a creative 
approach to my work as a facilitator o f  healthcare improvement. I reflect 
on how this happened in synthesis with my exploration o f  how I could 
apply my growing understanding o f  complexity theory to 
organisational development. My main focus here is on the connections I 
have made between my learning as a creative practitioner, what has 
influenced my thinking in this respect, and my growing understanding o f  
how I might apply this learning within a complex organisation in order to 
work with others who are engaged in a process o f  improving services. 1 do 
this by exploring the process by which my knowledge and experience o f  
the creative process has enabled me to create a way o f  synthesising what 
for me were becoming crucial parts o f my practice. I also consider in 
what way my practice was changing and developing as a consequence and 
what impact this has had on the people I have been working with.
In the first section I reflect on the reasons I believe that we as adults can 
often develop a reluctance to be more creative, especially in the workplace 
and what I believe can be lost as a consequence.
The importance of play
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Actors use a variety of exercises and games throughout their education 
and development and also when working professionally, particularly 
within an ensemble setting. The purpose of this creative play is manifold 
but is primarily involved with the development of creativity and 
spontaneity. Human beings are naturally playful, as children we respond 
to and learn behaviours and make sense of the world we live in through 
our play. At some point this process seems to stop and we begin to 
develop the social masks we wear in order to portray to the world the 
image of ourselves we wish others to see. Children also use play to 
explore and develop their physical selves in relation to others. Children 
seem to be much happier than adults to physicalise their play; they do not 
rely solely on words when they are creating imaginary scenarios. For 
many of us this playful side has almost disappeared by the time we enter 
secondary education. At this point we have already begun to display the 
social masks we have begun to form. We very soon forget how to play and 
even worse find the suggestion of play terrifying, play becomes a silly 
activity for many and reserved for small children. I also believe that our 
system of education contributes significantly to our diminishing ability to 
play and to be creative as we are prepared for the world outside of our 
schools, colleges and universities.
As we enter the world of adulthood and join the workforce our physicality 
can also begin to change and becomes shaped by the kind of work we are 
engaged in on a day-to-day basis. This is particularly apparent if we are 
engaged in an activity that is repetitious. For example, if we are sitting at a 
desk all day we are only really using the top halves o f our bodies leaving 
the rest of our body inactive. Augusto Boal has explored this in great 
detail and makes the claim that the roles that we undertake on a day to day 
basis impose on us a mask of behaviour that can result in those of us who 
undertake similar roles even beginning to resemble each other.
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“Compare the angelical placidity o f  a cardinal walking in heavenly bliss 
through the Vatican gardens with, on the other hand, an aggressive 
general giving orders to his inferiors. The former walks softly, listening 
to celestial music, sensitive to colors o f  the purest impressionistic 
delicacy: i f  by chance a small bird crosses the cardinal9s path, one 
easily imagines him talking to the bird and addressing it with the 
amiable word o f  Christian inspiration. By contrast, it does not befit the 
general to talk with little birds, whether he cares to or not No soldier 
would respect a general who talks to birds. A general must talk as 
someone who gives orders, even i f  it is to tell his wife that he loves her. 
Likewise, a military man is expected to use spurs, whether he be a 
brigadier or an admiral. Thus all military officers resemble each other, 
just as do all cardinals; but vast differences separate generals from  
cardinals” (Boal. 1979. p. 127).
Do we need to be creative?
In my role as clinical development facilitator and educator I wanted to 
explore the possibility that clinical practitioners, service users and carers 
could use the same creative skills and processes that actors use to develop 
a practical understanding of communication, leadership, problem solving, 
group interaction, relationship, team work, trust and the coping strategies 
for working within a complex system. An important part of this inquiry 
has been to test the validity of my belief that the creative arts can play a 
major part in making us become more effective by helping us to focus on 
the way in which we as individuals interact both as people and as 
professionals. I am doing this by showing how I have been developing 
what I believe are transferable skills that can be utilised in the workplace 
and have enabled me to use a range of techniques. This process has meant 
that I have had to refocus my perceptions of (my)self, others and the
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context within which we interact as well as the process of interaction 
itself.
I feel very strongly that this development o f our creative selves is 
essential when we are looking to improve services, albeit in a scientific 
way. In many ways I believe that the current emphasis on measurement 
and outcomes within the health service has led to an imbalance between 
the Arts and Sciences. The late physicist David Bohm spent much of his 
life exploring the relation between creativity in art and science. When he 
was asked if he saw creativity as a cornerstone o f science he replied in the 
following way.
“ many people have realized that creativity is an essential part o f
science. Creative insight is required fo r new steps. I fee l that creativity 
is essential not only for science, but fo r  the whole o f  life.
I f  you get stuck in a mechanical repetitious order, then you will 
degenerate. That is one o f  the problems that has grounded every 
civilization: a certain repetition. Then the creative energy gradually 
fades away, and that is why the civilization d i e s . 1998. p. 60).
I was beginning to explore the possibility that if I was able to engage 
clinical teams in creative activities it may be possible to see an 
improvement not only in the way that they work together as a team but 
also in the way that they focus on the transformation of their practice and a 
as a consequence see an improvement in services. This would require a 
different kind of engagement, a different kind of participation and I 
believed that a focus on creativity could contribute to this. I was 
beginning to develop an understanding of how a complex system such as a 
healthcare organisation might benefit from my creative skills. Margaret 
Wheatley (1999) in hpr w ritin g  nn  Hnw her  linHerstanding-ofw h rit she 
refers to m  “the new science” and how it can be applied to organisational
207
life. She describes how living in a quantum world requires a move from 
tasks to a focus on relationship.
“To live in a quantum world, to weave here and there with ease and 
grace, we need to change what we do. We need fewer descriptions o f  
tasks and instead learn how to facilitate process. We need to become 
savvy about how to foster relationships, how to nurture growth and 
development. A ll o f  us need to become better at listening, conversing, 
respecting each other’s uniqueness, because these are essential fo r  
strong relationships. The era o f  the rugged individual has been replaced 
by the era o f  the team player. But this is only the beginning. The 
quantum world has demolished the concept that we are unconnected 
individuals. More and more relationships are in store fo r  us, out there 
in the vast web o f  /(^ .’’(Wheatley, 1999. p. 39).
As I engaged with writers su id Rogers, Staccyr
Griffin and Shaw-so much of what they were writing about was ringing 
very loud bells in my ears. The issues they were beginning to focus on 
such as relationship, listening, conversing were very similar to the issues 
we had addressed in theatre in education and theatre for development. 
They were not as yet able to demonstrate in what way this was changing 
their own practice, nor wKere there any practical examples of the use of 
creativity to develop this theory. By engaging with this literature I have 
been able to develop more confidence in my practice and this confidence 
in my creative experience encouraged me to begin to explore the use of 
creative approaches to my healthcare facilitation. Undertaking an inquiry 
of my practice throughout this process has also enabled me to understand 
and then to demonstrate how I have clarified the meaning of my 
ontological commitment to a passion for compassion in my practice into a 
living, inclusional and responsive epistemological standard by which my 
practice may be judged.
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In the spring of 2001 I was invited to a conference in Bologna in Italy to 
present, in poster format, some of the work that I had been undertaking 
with the Dementia team in Swindon. (See chapter 6, Breaking Down the 
Walls of Silence.) The conference was aimed at those individuals and 
teams, both clinical and non-clinical, who had been involved in quality 
improvement. Although many of the sessions reflected work that had led 
to improvement these sessions were mostly concerned with the 
development of models for improvement. The last session I attended was 
slightly different, it was being run by the project lead for the Royal 
College of Nursing leadership programme and it was a very interactive 
and creative session. I stayed behind to talk to her about the work that she 
was doing and discovered that we had several mutual contacts. One of 
these contacts was at that time the Royal College of Nursing lead for 
Research and Audit. I had first come across her about a year earlier when 
I was clinical development coordinator; this is an extract from her email 
that I received from her completely out of the blue.
Marian,
I  have just been informed that deep in the heart o f  Swindon there is a 
clinical audit facilitator who is not only a qualified nurse by background 
but is also a trained actress. I  cannot believe that this can possibly be 
true but i f  it is can you contact me because I  think you can help with a 
piece o f  work I  am struggling with.
She had been asked to present something about clinical audit at the first 
National Institute for Clinical Excellence conference. She was keen to 
take the opportunity to present something that would attract and captivate 
the audience but would also communicate a few lessons about the process 
of clinical audit. She already had a keen interest in theatre and particularly 
its use in education and she wanted to use theatre in her session but was
209
having difficulty trying to devise something as she had never attempted 
this before. This was a moment when I had to make a decision, a very 
important decision. I knew of course that I could help her to create a 
session that would have the potential to do all the things she wanted to. I 
also knew that I would be taking a risk, a personal risk in a very public 
way. The time had come for me to begin to introduce theatre-in -  
education / development and theatre methodology into the clinical quality 
improvement arena. I had of course been using techniques drawn from the 
theatre when I had been working with teams but to date this had been very 
much a cloak and dagger exercise and I had never been explicit about the 
methodology of my practice. Here was an opportunity for me to come out 
of the closet in order to develop that work further, but I also knew that 
once out, 1 wouldn’t be able to run back in again. For me this would 
involve me taking a risk but despite this risk there really was only one 
answer I could give her, of course I would be delighted to help.
The session was held at the conference in Harrogate and was fairly 
straightforward and involved mainly improvisation. I played the role of 
facilitator so I could stop and start the proceedings at any time and she 
played the role of Joker (Boal, 1979) inputting ideas from the audience as 
they attempted to improve the situation from the position of observers of 
the action. Involving the audience as participants in the action is what 
Boal refers to as ‘spect-actors’ in ‘Forum Theatre’. In Forum Theatre a 
problem is shown in an unsolved form, to which the audience is invited to 
suggest solutions. Forum theatre was developed by Boal and described in 
detail in ‘Theatre of the oppressed.’ Boal founded theatre of the oppressed 
on his conviction that theatre is the most effective language, he describes 
forum theatre in the following way.
“The theatre, which is, in its most archaic sense, our capacity to observe 
ourselves in action. We are able to see ourselves seeing! This possibility
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o f our being simultaneously Protagonist and principal spectator o f  our 
actions affords us the further possibility o f  thinking virtualities, o f  
imagining possibilities, o f  combining memory and imagination -  two in 
dissociable psychic processes -  to reinvent the past and to invent the 
future. Therein resides the immense power with which theatre is 
endowed. This is the theatre which fascinates me, and the method which 
I  have developed and elaborated over the past 25years, the Theatre o f  
the Oppressed, tries to systematise these potentialities and render them 
accessible to and useable by anyone and everyone. ”(3031,1998. p. 7).
These comments and observations from Boal also, for me, made very 
strong links with action research and in particular that of “Living Theory”, 
(Whitehead, 1989). In particular the process of observing ourselves in 
practice and imagining other possibilities or solutions to issues is a very 
similar process and both have the potential for transforming practice.
Following the session we asked the participants for feedback and they 
commented that they had felt included in the action and that this had 
enabled them to contribute to the action in the scene and more importantly 
to change the action in the scene when they saw it was appropriate to do 
so. The changes that they suggested were based on their experiences in 
their ‘real’ world. They were able to play out possible solutions in this 
safe environment that perhaps they would be more anxious to try out in a 
real situation. They had engaged in a conversation about how to move the 
action forward and share their extensive knowledge with each other. They 
were also able to share the concerns and problems they were facing on a 
daily basis because they had been stimulated by their recognition of what 
was being played out in the improvisation. This event had a very powerful 
effect on me. I was both ecstatic and disturbed, I knew how theatre could 
be used as an educational and developmental tool, as a vehicle for creating 
positive group dynamic and also I would go as far as to say making a 
contribution to social transformation. At the time I was working in a role
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where I was expected to engage clinical teams in an improvement process; 
I had had a superb grounding in theatre, why wasn’t I using it more? On 
reflection up until this moment it would have been very difficult to do any 
more than I had done no matter how frustrating this was. I was working in 
an environment that valued measurement and outcome within a drive for 
evidence based practice, where the gold standard for research was double 
blind randomised controlled trials. I was unable to provide an evidence 
base for this approach to organisation development but I was also 
convinced that by engaging clinical teams in creative activities there was 
the possibility that they could not only improve the way that they work 
together as a team but that this may also contribute to the transformation 
of their services.
Even as recently as 3 or 4 years ago the culture within the NHS would not 
have embraced this kind of working. In my experience all the 
improvement processes had been concerned with outcome. The NHS has 
invested a great deal of money into the creation o f models for 
improvement. What all these models appear to have in common is that 
they try to deal with all situations in exactly the same way. They work on 
the principle that if you reduce everything down to its smallest component 
parts you will be able to understand, and as a consequence, be able to 
control the system. How you actually got to the point were you could 
make improvements wasn’t a priority so long as you came up with the 
goods and measured in a “Scientific” way any changes. It wasn’t really 
surprising that most improvement projects were seen to be failing and 
despite the huge amounts of financial support there was concern that 
nothing very much had actually improved. Not long after my return to the 
health service and in particular the second half of the 1990’s there was 
much questioning of the value and cost-effectiveness o f quality 
improvement activity and in particular clinical audit. An extract from an 
article publishes in the Health Service Journal highlights this debate.
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Following a critical report from the UK National Audit Office in 
December 1995 it was reported that, ‘the Department o f  Health is still 
unable to assess the benefits o f clinical audit five years after it was first 
set up in the health service, the NHS chief executive admitted last 
week..,.Some M P’s expressed astonishment that the NHS executive has 
still not measured the outcome o f  the estimated 100,000 clinical audits 
carried out by Trusts, Health Authorities and G.P.s. A labour MP 
demanded to know how the NHS could justify spending £279m to date 
on clinical audit in hospitals -  equivalent to recruiting 1,500 doctors a 
year. * (Health Services Journal, 21 March 1996).
This moment presented me with an opportunity to as-Stronach et-al-(20Q2) 
suggest, that-we “liberate the petrified self o f  the audit culture” (cited in 
Stronach, 2002).
Already, in my role as a facilitator of healthcare improvement, I was 
beginning to ask myself this question, if organisations within the NHS are 
complex systems and much of the activity within the system is non-linear 
and unpredictable, should I be also considering the human or people 
aspects of the organisation and the relationships that individuals within the 
system have with each other rather than focussing, as I had been taught to 
in this role, on developing ways in which to measure outcome? The 
quality improvement activity that we had been involved in to date had not 
embraced this fact at all.
When engaging in the process of devising theatre from research and 
throughout the rehearsal process I would not have needed to ask this 
question,, I knew the importance of relationship and interaction, £s a 
theatre practitioner, educator and deviser I had practiced this for many 
years and yet I had an insecurity about my knowledge and experience
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within one context being applied in another context, in this case the NHS.
I was however, beginning to read others asking similar questions within 
the complexity field. Lewin and Regine in “Weaving Complexity”,
(2000), had also focussed on relationships and interaction and they call 
this ‘relational practice’.
“Relationalpractice starts with you and how you interact........I t’s a
practice o f  developing personal awareness through reflection and action 
-  an awareness o f  our impact on others and their effect on us, and being 
aware o f  the quality o f  relationship itself and taking responsibility for  
“it”. I f  “it” doesn’t feel right it needs to be addressed ”{Lewin & Regine, 
2000. p.306.)
I knew that I knew this and had practiced this and had developed, as a 
consequence, a range of intuitive and skills methodologies and approaches 
in the course o f all the work that I had done. I was also at this time asking 
myself why are we so often working in a way that promotes key indicators 
to change that appear to be devoid of the dynamics of the people 
involved? Why were we no longer paying attention to the people who 
make up our organisations? Why did we only consider and value outcome 
as a measure of how good or bad the quality of the care we were providing 
is? I was beginning to address some of the answers to these questions by 
my engagement and consequent growing awareness and understanding of 
the different approaches from traditional organisational thinking, what was 
beginning 4o emerge from complexity writers and my embedded practical 
knowledge and experience as a theatre practitioner and educator.
We often look back in time and reflect on how much simpler life used to 
be and this is indeed the case, life in the past was much simpler. The shift 
from the industrial to the information age has led us to understand that life 
is now much more complex, all is part and parcel of a multitude of 
interwoven complex systems. Life in organisations has also become more 
and more complex with many managers and organisational leaders having
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to commit more and more time to their work life often at the expense of 
their home lives. As a consequence of this increase in demand they are 
finding it more and more difficult to do their job without having to engage 
in a multi complex series of systems that are geared towards greater 
efficacy and an increase in productivity. As a consequence of the emphasis 
that is being placed on increased productivity and the reduction of waiting 
lists, all within a political context, very little of our time is spent on how 
we function on a day-to-day basis. Investing time and energy on 
developing relationships within clinical teams has not been very high on 
our list of priorities. In my experience we are now finding to our cost that 
not developing individual and team based relationships has a profound 
affect on the way care is being delivered to those using our services. A 
comment from a very senior surgeon at the end of one of my very early 
workshops for clinical leaders which focussed on relationships emphasises 
this point.
“I  am a surgeon and when I  have a patient on the table I  can 7 waste 
time asking everybody fo r  agreement or asking i f  they are all happy! I  
have to be decisive and act quickly. What I  didn 7 realise is that I  have 
been behaving that way in every aspect o f  my working life ...rve  been 
behaving in a terrible way towards the rest o f  my team .” (Excerpt from 
my reflective journal, 2001).
Much of this experience I now understand is as a result of what has been 
the dominant management theory in our organisations. This affects the 
way we organise ourselves as professionals and also how we provide a 
coherent health care provision for the people who use our services. I now 
recognised the importance of moving away from our traditional 
management processes, processes based on the Newtonian and Descartes 
model of the machine. This model was first used to develop management 
theory at the beginning of the twentieth century and views management 
from an engineering perspective. This theory was developed by Frederick
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Taylor (1911) an engineer and it is this theory that is still alive in many of 
our organisations. This model works on the assumption that organisations 
are machine-like and the way to solve large organisational problems is to 
break them down into smaller more manageable problems that are easier 
to solve. He advocated the treatment of employees as positive units of 
production.
“The work o f  Frederick Taylor, Frank Gilbreth, and hosts offollowers 
initiated the era o f  “scientific management ” This was the start o f  a 
continuing quest to treat work and workers as an engineering problem. 
Enormous focus went into creating time-motion studies and breaking 
work into discrete tasks that could be done by the most untrained o f  
workers. I  still fin d  this early literature frightening to read. Designers 
were so focused on engineering efficient solutions that they completely 
discounted the human beings who were doing the work. They didn *t just 
ignore them, as has been done more recently with contemporary 
reengineering efforts. They disdained them -  their task was to design 
work that would not be disrupted by the expected stupidity o f  workers. ” 
(Wheatley, 1999. p. 159).
I have learnt that life in organisations isn’t quite that simple and trying to 
solve problems in this way can often cause even greater problems than the 
one you started with. This also encourages us to surround ourselves with 
boundaries and to see these boundaries as places of severance rather than 
as places of dynamic interaction (Rayner, 2004). In my experience of 
working with process improvement teams over the years tackling one part 
of a system, working within a boundary, can sometimes result in chaos in 
the rest of the system. We experience the space between us as a 
separation, that which separates, rather than as in Rayner’s, (2003), ideas 
of inclusionality, we might view this space as that which connects us to 
each other and indeed connects us to everything else.
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This traditional way of thinking about organisations and machines also 
results in the development of hierarchies and a command and control way 
of working. This is because it imposes compliance on us rather than 
including and relating to us. Traditionally we have expected managers to 
design the systems and the workers carry out the work. I have found 
myself in a role where I was constantly trying to bridge the gap between 
the two, at one level I was being asked to put into place new policies or 
strategies and at the next level trying to work with clinical teams who 
were desperately trying to make sense of these policies at the point of 
implementation. However, if we shift the way was see organisations from 
machines to complex, interwoven systems we can begin to better 
understand the need to approach change from a different direction. 
Complex systems are unpredictable as the individuals within the system 
have the freedom to act independently. If we recognised this, we can also 
see that these teams have the potential for self-organisation and need to 
have ownership of any changes that were required to their clinical and 
organisational practice.
Many of the health care professionals that I have worked with have been 
finding it difficult to embrace the drives and changes to healthcare 
provision that are required from a modernised NHS via the Modernisation 
Agency. The Modernisation Agency (M.A.) was created by the present 
government and was first mentioned in their NHS plan in July 2000. The 
NHS Modernisation Agency was set up to improve health and health care 
by working in support of staff and managers in the NHS alongside line 
management.
It has two core roles:
• To modernise services, particularly in improving services to meet the 
needs and convenience of patients to meet the aims of the NHS Plan
• To develop current and future leaders and managers for the NHS.
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Developing creative workshops for healthcare professionals
How is this different to my experience of the performing arts? In my 
experience the main differences are that here, people, narrative 
(storytelling), relationships and learning are at the centre o f everything a 
performing artist does. The actor, dancer, musician, playwright, singer and 
the host of other specialist areas within the performing arts develop 
processes and techniques that welcome contradiction, uncertainty, novelty 
and spontaneity as an every day part of their professional experience. 
(Naidoo & Naidoo. 2003). Actors are trained to develop for themselves 
methodologies that fully embrace the use of insight and intuition in the 
development o f practical analysis that they can channel back into the 
creative process. Dancers like actors are trained to develop techniques that 
enable them to reproduce fractals (dancers call them motifs) that are based 
on observed behaviours and relationships. Indeed all practitioners in the 
arts who retain a passion for their profession have well developed abilities 
to put complexity into practice in order to explore for themselves and 
consequently others.
In preparation for production performing artists display a practical 
knowledge of complexity that harnesses the individual and develops the 
team. Every time we go to the Theatre as spectators we experience this 
multidisciplinary teamwork and we witness a demonstration of complexity 
theory through art as the characters played by the actors recreate 
behaviours, values, contradictions and emotions that have been drawn 
from their observations and life experience. We see the end product o f a 
long and sophisticated process that involves the continuing development 
of skills (their very own ‘Plan Do Study Act’ cycles), techniques and 
understandings that launches the creative practitioner on an uncertain
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journey that creates new challenges and learning for the performance team 
every time.
The creative theatre practitioner, like any other professional needs to 
ensure that as creative entities they maintain their abilities to tap into their 
creative potential and apply these techniques to the interactive work that 
they engage in through each production and processes of preparation for 
production. They ‘play’ through a series o f games designed to explore 
different areas or concepts that involve people. They explore form and 
content and the relationship between the two in order to identify what 
would be the most effective relationship to communicate their work. They 
use improvisational techniques to explore their own constraints and 
develop new and innovative ways to create and problem solve. They learn 
to adapt, self direct and adopt change while pursuing the ideal that will 
always elude them -  perfection; this nevertheless is the process of 
continuing improvement that is an integral part o f the artistic experience.
Complexity theory encourages individuals to live happily within 
uncertainty. By bringing the creative arts to the health service I believe I 
have found a suitable methodology that has been developed specifically by 
using the creative processes to improve provision and bring a quality of 
interaction across teams and professions that enable new emergent 
cultures to occur in localised contexts. I now encourage people to embrace 
tension and conflict and uncertainty, as they are all part of every day life 
as well as professional life. Like many creative practitioners it is how well 
equipped we are to deal with the processing of them that matters.
Fritjof Capra, (2002), also refers to living and dealing with conflict and 
tension and uncertainty, particularly that experienced by those engaged in 
creative activity.
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“The experience o f  tension and crisis before the emergence o f  novelty is 
well known to artists, who often fin d  the process o f  creation 
overwhelming and yet persevere in it with discipline and passion. ” He 
goes on to say that of course there are degrees of crisis and not all o f them 
are as extreme but what they have in common is uncertainty. “Artists and 
other creative people know how to embrace this uncertainty and loss o f
control...........A fter prolonged immersion in uncertainty, confusion and
doubt, the sudden emergence o f  novelty is easily experienced as a 
magical moment. ” (Capra, 2002. p. 118).
What I now had was an opportunity to bring this way o f working into the 
mainstream of health service modernisation. Doing this I now understand 
would also help me to transform my embodied values into living and 
communicable standards of judgement by engaging in a process of 
accounting for myself to others as I engaged in a process of studying my 
practice as I ask myself the question, “How can I improve my practice?” 
and in doing so create my own living theory of my practice.
Back in Bologna we had the opportunity to talk at length about the Royal 
College of Nursing Leadership programme. Here they were trying to take 
a very different approach to the way in which they were preparing nurses 
for leadership. I described the way in which I believed that theatre games 
and exercises would be helpful in developing those skills. They were quite 
excited about the potential for working in this way and I was asked to put 
some ideas down on paper. They had referred to the workshop as a 
“visioning workshop”. In this instance I interpreted this as meaning, to 
create an environment that encouraged the participants to think and act in 
a transformational way in order to imagine solutions that took them 
beyond their usual way of problem solving. This was my starting point on 
which to devise a whole day workshop.
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Shaun and I, as always, worked very closely together devising a 
programme for the day that we hoped would achieve the potential for the 
participants that we knew this way of working had. I knew that it was 
probably going to be quite a challenge to engage a group of people who 
have probably not been engaged in a creative way for many years. We 
would be demanding a lot from them throughout the day and we had to 
make sure that we created an environment of trust where individuals 
would be prepared to take risks and to expose themselves to a process that 
would challenge them. With all this in mind we carefully planned every 
step of the day in order to identify a process that would take them gently 
to a creative space that they were fully prepared for.
We approached the first half of the day in the same way as we would 
when working with a new theatre company at the start of an ensemble 
rehearsal process. The group need to be almost coaxed into the creative 
process and that is the function of many of the games in the early part of a 
workshop. It is important to begin to breakdown barriers and to build trust 
within the group if individuals are going to feel secure enough to begin to 
use their imagination. This is where our embodied knowledge and 
experience comes into play. It is very important to understand the 
relationship between the form and the content of theatre games to know 
what is appropriate for each group in order to be able to respond truthfully 
to their needs. Also the choice of games and exercises relies on an 
understanding of the groups’ engagement. Theatre games always come 
with a set of rules. These rules are designed in order to create a specific 
dynamic relating to the purpose of the game. This gives structure in which 
the participants can funnel their creativity. The facilitator also has to have 
experience in ‘reading’ the group in order to be responsive and I rely on 
my knowledge of this now to lead from one exercise game into the next.
It is only with experience of ‘reading’ groups in this way can I know how 
to respond and when to move the group into the more creative areas of
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improvisation and image theatre. If you do this when they are not 
prepared you are in danger of losing their engagement. As my knowledge 
and experience has grown over the years of working with groups in this 
way it is possible to spend a whole morning with one group playing one 
game and yet another group will get through 5 games in the same time 
scale. As a facilitator I have to understand very quickly where this group is 
and where their starting point is, not where I think or assume they are but 
from where they actually are, they define the starting point by their 
commitment to engaging in the process.
In this our first workshop it was important to develop trust within the 
group so that the participants would feel comfortable with the more 
demanding tasks of the afternoon session. We also felt it important to 
introduce exercises that would explore the way they communicate and 
relate to each other. The playing of these games and exercises also 
demands the use of all of their senses; they are encouraged to feel, touch, 
hear, and speak in a way that would alert them to those senses in a more 
heightened way than is usual in our day to day lives.
Our plan was to also include image theatre and improvisation in the 
workshop. Image theatre requires the group to create a series o f physical 
images in a montage style recreating a situation in an abstract way. In 
order to do this they have to first of all understand and reach agreement on 
how each of the parts of the image interacts and relates in order to recreate 
or ‘codify’ the situation. Having to critically reflect together in this way in 
order to reach agreement forces them to ‘decodify’ in order to identify the 
issues. They then have to change the image and create a new image 
showing how they would like it to look, which requires a ‘recodification’ 
o f the situation.
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“Individuals, who were submerged in reality, merely feeling their needs, 
emerge from  reality and perceive the causes o f  their needs. In this way, 
they can go beyond the level o f  real consciousness to that ofpotential 
consciousness much more rapidly.” (Freire,1970. p. 98.)
Improvisation occupies a special place in the range of techniques that 
actors use. It is often used to help solve problems where conventional 
thinking particularly within a creative context is not working. It is also 
used to develop new ways of working that can be spontaneous and 
innovative. Through improvisation we create relationships with other 
improvisers that utilise our imaginations and explore the differences that 
exist in relating that leads to creative emergence. Improvisation happens 
without the use of complex structures and codes other than those which we 
bring as individuals. I now use improvisation extensively within my work 
in the health service to demonstrate how complex and unpredictable the 
human response is and how complex the behaviour codes that we use to 
determine our identity, status and emotional state are. Used together with 
the work of Boal and that o f Freire we can clearly experience how difficult 
we find communication, relating and identity. We can discover things 
about ourselves as professionals as well as our personal skills. Placed in 
the context to develop team identities and the creation of multi 
professional interactive dynamics; discovering the complexity within this 
process is always a revelation where paradox is a constant practical 
feature.
Patricia Shaw writes;
 practitioners in the arts have an acute sense o f  the paradox o f
‘being in charge but not in control9 as we strive to play out creatively the 
evolution o f  our interdependence and conflicting responsibilities and 
aspirations, forming and being formed in the process. (Shaw, 2002. p. 
117).
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I recognised that this was an important skill for both managers and leaders 
within complex organisations like the health service to develop, to be able 
to be in charge without feeling the need to control. I also recognised what 
Patricia was referring to and this had also been my experience as a 
performing artist.
This was however, the first time we had attempted to use this process in an 
open and explicit way. We wanted to make sure that the leaders o f this 
programme were clear and happy about what we were suggesting. We put 
together an outline for the day for the RCN team to consider. We wanted 
to make sure that we had agreement on the purpose of the day before we 
began to devise specific games and exercise and any other creative 
activity. In this way we would be sure that we were creating something 
that was in line with their needs at that particular time.
I talked at length to them about the group we were going to be working 
with and devised the final day to meet their needs at that moment in time. 
This particular group had already had an opportunity to engage in some 
creative activity and had requested more o f this kind of work
The day of the first workshop
I can remember every little detail of the train journey to London to do this 
workshop. I was so excited and yet at the same time incredibly nervous. I 
had been building up to this moment for many years, I had worked long 
and hard to get to this point and yet here I was sitting on a train to London 
hoping I had got it right. When I reflect on this day now, I can understand 
why I was so nervous at the time and looking at the way the workshop was 
designed gives a clear outline of this insecurity. I had had an enormous 
struggle over the years since my return to the health service as I tried to
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engage individuals in multi-professional reflective practice. This way of 
working is more routine within the nursing profession but even here the 
reflection is on nursing practice and not very often undertaken within a 
patient focussed multi-professional setting. My determination to create a 
workshop that was perfect is very evident in the way I have, against all my 
instincts, plotted carefully every step in the process. The design of the day 
was very linear and allowed very little room for flexibility. The difference 
between this workshop and current workshops is incredible, as my 
confidence in my embodied knowledge has grown. I am now more 
willing to allow my self to act on my feet in an improvisatory manner, 
engaging in a creative relationship with the participants. This way of 
working allows for a more dynamic relationship to emerge. This places
feat?#)
me as a facilitator within what Bernstein calls the “Discourse gap”, I refer 
to this way of working as ‘being in the moment’ and is a truer reflection of 
the way actors will work together in an ensemble manner. It did however 
take a few more workshop experiences for me to feel able to work in what 
for me is a more authentic and truthful way.
This first workshop was however a milestone in my development. The 
participants drifted in one by one as Shaun and I were setting up the room. 
We were a little concerned about the room we had been given to work in, 
it was a very grand but ancient Boardroom and in the centre hung a very 
impressive chandelier. We had planned quite a physical start to the day, 
which involved playing with a football, and we were worried that the 
chandelier would get damaged. This is an ongoing problem with the kind 
of work I do in the kind of settings I do it in; it is always difficult to find 
an appropriate space within organisations for people to come together in 
this way.
At the start of a workshop session we usually talk with the group about 
why they have come to the workshop and what their expectations of the
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day are. It is important to understand how they feel about being there and 
so they are always given the opportunity to communicate their anxieties, 
to tell us what they feel. It is very unusual to find a group, who are 
completely at ease with the prospect of engaging in a creative session 
particularly when, and this happens frequently, they have been instructed 
to attend by their manager.
This is also the point where I am taking time to begin to read the signs that 
are coming from the group. I can really get a feel for how confident or 
insecure they are feeling. It also gives them an opportunity to begin to get 
to know me and what my expectations of them will be. This is the start of 
the building of our relationship, a relationship that requires them to begin 
to trust in me and in my skills as a facilitator. I will draw on my wealth of 
experience and knowledge of groups and teams and become who they 
need me to be at that moment in time.
The most common anxiety expressed by participants is in relation to role- 
play. This fear of role-play is quite often related to past experience and 
probably quite justified. I have been a participant in many facilitated 
workshops myself where role-play has been used without a real 
understanding of its function leaving participants feeling confused and 
concerned. There is also confusion between role-play and improvisation. 
The most important difference for me is that improvisation focuses on 
developing the relationship between the improvisers, where as role-play 
focuses on a task. Role play can also be experienced in a propositional 
way as the facilitator of role play usually assumes an impositional position 
by imposing roles and scenarios. When I use improvisation I assume a 
more inclusional role in that the process is one o f exploration. It is really 
important when using creative techniques that the facilitator is 
experienced and fully understands what they are undertaking or you can 
turn individuals off all creative activity forever. This happens when
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facilitators are unable to read the signs and take individuals into exercises 
that they have not been fully prepared for. I felt I needed to identify the 
skills I think you require to facilitate this kind of work in this kind of 
environment, as this role is crucial within the workshop. Shaun and I put 
together a list o f facilitatory requirements to help others with this task:-
•  A good working knowledge of health care organisations.
•  Experience of working creatively and responsively with multi-disciplinary 
teams acknowledging boundaries and seeing them as places of dynamism 
and relationship.
• An awareness of inclusional multi-disciplinary approaches to 
clinical/medical practice.
• Practical experience and understanding of the dynamics of complexity 
organisations.
•  An ability to develop individual perceptions through learning based on 
practical activity.
• An ability to demonstrate the nature and effects of group dynamics in 
pressurised situations.
• Experience of using creative ‘transformative’ approaches and techniques 
to support individuals and groups in their development.
• An ability to use creative problem solving skills and techniques.
As well as identifying insecurities within the group we also encourage 
participants to express their expectations and these are also very 
illuminating. At the end of the session we always revisit these lists with 
the group and talk about whether they are still anxious and whether their 
expectations have been realised. After 2 or 3 workshops Shaun and I 
began to include our own expectations and insecurities. We started to do 
this because throughout the workshop the participants work together in a 
very truthful way exploring their values and relationships and are often 
challenged and encouraged to take personal risks we also felt it important
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to include ourselves as apart of the experience. We have also found it 
important to challenge ourselves within the workshop setting as well. 
Participants concerns have presented us with a pattern that reflects my 
concerns with how we do not encourage ourselves to be creative. 
Although the participants had been told that they would be engaging in 
creative activity they had very little idea what to expect from the 
workshop. They also told us that their previous encounter with ‘creativity’ 
had left them wondering what the purpose of it had been. They had 
enjoyed some of the activity but were finding it difficult to relate this to 
their day-to-day roles.
What are my worries about the workshop?
Don’t want to do role-play 
Might make a fool o f  myself 
I  can ’t act
I  hate doing things in front o f  other people 
Done this before and it was a waste o f  time
What are my expectations?
Probably going to learn how to juggle 
Going to have to do role-play 
Don’t have any 
Don’t know what to expect
What do I want to happen?
I  want to improve how I  communicate 
Want to work better in our team 
Want to have fun
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Want to do my job better 
I  want to learn something new
I discovered going through this process that there were some underlying 
anxieties which mainly came from the fact that they had been given very 
little information about what the day would involve although we had gone 
through a lengthy process of finding out about the participants and the 
environment they came from. This I now understand is an example of the 
kind of impositional logic (Rayner. 2003) that also prevails within 
education and development. We impose our ideas on other people rather 
than engaging them in a relationship that allows us to be included in the 
process. This is not, however, about gaining consensus but rather an 
opportunity to hear all our voices, even though these voices may hold 
different and diverse opinions.
This group were in fact much better informed about the workshop than 
many of the other groups we have worked with since. The participants 
here had been actively engaged in deciding what their learning needs were 
and the organisers had tried to accommodate those needs. It was evident 
that they had developed a clear and unhindered ownership of their learning 
and learning need. This was indeed an integral part of the leadership 
programme that they were part of. This enabled their participation in their 
workshop to be underwritten by a commitment to take some risks in the 
pursuit o f the discovery o f new aspects and perceptions as learners and 
leaders.
In subsequent workshops we have met participants who are very anxious 
about what the workshop will demand from them. They are sometimes 
sent along without any prior information at all, just told to go.
229
This says a lot to me about healthcare organisations and the way in which 
the dominant style of management is very often still one of command and 
control.
Even when you come across a healthcare leader/manager who is forward 
thinking enough to be inviting us into their organisation, there is still very 
often a gap between their thinking in relation to transformational practices 
and their behaviour. This is one of the themes that we explore in depth in 
many of the workshops, the theory/practice gap, it is very often a great 
surprise to participants that when they begin to work under pressure within 
a group they do not behave in the way they think that they behave, or are 
perceived to behave by their colleagues. In the day to day life of 
organisations we pay little or no attention to way we relate to each other 
and the impact we can have on each other.
I remember as a student actor how liberating it felt to work with a group of 
colleagues, recreating painful or stressful events and having the power to 
begin the process of changing the situation. The act of recreating a picture 
or montage for image theatre in this way requires the group of individuals 
to work together in a certain way. There has to be clear communication, 
trust, and co-operation in order to create the picture in the first place.
There is then the requirement to analyse and decide together on a solution 
to the problem and this requires an inclusional way of working. The very 
fact that the recreation of the scenario requires engagement at a creative 
level often results in the discovery o f new ideas that would not have been 
considered. As this process also acts a leveller, individuals who are often 
unable to contribute new ideas find that they now have a voice that is 
being listened to. This process can be a very empowering process.
The day itself progressed very well, the group were a little tentative at first 
but they very quickly became engaged in the work. What was exciting for
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me was the way in which the programme we had put together had real 
resonance for them. They were able to relate their creative activity back to 
the workplace. They explored areas of their working relationships that 
they had not explored before and using a creative process that was new to 
them. They also had a great deal of fun and I believe that humour is an 
important part of this process.
We also asked for them to evaluate their experience and their evaluation of 
the day is included in Appendix 5.
W hat did I learn from this first workshop?
When I was asked to consider designing a ‘creative’ workshop for clinical 
leaders I was a little unprepared for the direction that this was going to 
take me. I was very excited to at last have the opportunity to devise 
something that I believed could have enormous potential to improve 
services for people using our healthcare systems. I also knew that I was 
walking a precarious tightrope and once halfway across I had to commit 
myself to getting to the other side safely. Why did I think I was taking so 
much of a risk? This feeling comes directly from my passion for my craft.
I truly believe in its transformational ability but I am also a realist and 
working within a system that in my experience is often based on 
positivism and reductionism. I knew that I was going to be facing many 
cynics in the workshops and I wanted to make sure that every step was 
carefully planned and that I was also able to present an evidence base for 
what I was doing, trying to impose order on disorder. I now realise and 
understand that I do not have to do this in this way. “Hope o f  such order 
is fantastic rather than realistic. But it is sold as a New Realism 
(evidence based, effectiveness-driven, improvement-led). Each 
succeeding *paradigm% is trumpeted as the final resolution o f  
epistemological crisis, the advent o f  Science A t Last (e.g. Reynolds &
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Teddley, 1998; Oakley, 2001) in a world grown increasingly unstable 
and unpredictable. (Stronach, 2002. pp.l 10-137).
This really goes against who I am and the way I work. I am intuitive and 
sensitive to other peoples needs, both of these skills are essential to the 
kind of work I am engaged in and they are both skills that I have learned 
and developed. In the beginning I was unable to allow myself to rely on 
these skills and my embodied knowledge of my area. What I now 
understand is that here I am applying an impositional logic to my creation 
of a workshop; with all the best will in the world I am imposing my own 
discourse onto the content of the day. I do not, however, deny the 
existence of my discourse but rather I attempt not to impose this discourse 
but hopefully allow it to inform my practice. I am also aware that at the 
time this was probably the only way I could introduce this way of working 
into this environment. I am now much more able and willing to 
acknowledge my embodied knowledge as a facilitator and try to create a 
much more inclusional environment which allows me to respond to the 
participants and they to me in a much more organic process.
Inclusional roots
When I first returned to the health service I was not planning to stay for 
very long. For me it was really just a stopgap before I returned to working 
as an actor again. In my role as clinical audit co-ordinator I was able to 
develop my understanding of life within our health service organisations.
I was also given a very difficult task and at first I was unaware of the 
difficulties involved. I was trying to encourage individual healthcare 
professionals to develop their intuitive ability but they were attempting 
this in an environment that was demanding throughput and outcome. I 
was able to engage some teams in multi-professional activity but again the
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work that they were doing and the improvements they were making to 
their practice were being overlooked by the organisation. I can remember 
presenting the results o f a project I had been working on with the school 
nursing service. They had been working in schools to try to improve the 
diet of the pupils in a particularly run down area, this is an issue that is 
still very pertinent. It was a fascinating project that included the school 
nursing service but also the children themselves and the local community. 
The team were successful in implementing a new menu for the school 
canteen and had been able to introduce a healthy eating programme into 
the school curriculum. The school nurses were justifiably very proud of 
their achievements. The school nurse and myself were presenting the 
findings to an audience drawn from all the professional groups within the 
trust and one of the doctors was waving his arm in the air wanting to ask a 
question.
“This is all very interesting and fascinating, but are your findings 
statistically relevant, are they generalisable?”
We took one look at each other and we froze, I didn’t know the answer 
and neither did the school nurse. I replied truthfully that I didn’t know but 
reminded him that this was an audit project and not a research project and 
that there is a distinct difference. His response was that he knew that and 
that as far as research was concerned he valued the findings but most audit 
activity was a waste of time. I felt very ignorant at that point and I 
resolved that if I was ever going to be able to engage individuals like him I 
really needed to be able to provide him with an answer. I had to be very 
confident in what I was doing in order to gain the trust and respect of the 
influential players in the health service if I was ever to persuade them to 
work in a creative way. I decided to look into the possibility of 
undertaking some training in research methodology. The following 
autumn I enrolled at the University o f Bath and became once again a
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student. This time I was studying an MSc in social research. I didn’t 
know it at the time but I was heading straight into the world of positivist 
quantitative research. This world believes that knowledge is fixed and 
objective and there was little space for words such as intuition. I had to 
undertake 2 major pieces of research one qualitative and one quantitative.
I chose to tackle the quantitative research project first as I thought this 
would be the one that I would find to be the most challenging.
The research itself was fascinating and I learnt a lot that I could 
incorporate into my role in clinical audit. I undertook a national survey of 
all clinical audit co-ordinators working in NHS Trusts in England. I built 
up a database of ethnographic evidence. There had been a lot of criticism 
that many of the individuals employed in the field of audit were under 
qualified for undertaking what was now being seen as a change 
management role. They were having to take the blame for much of the 
perceived failure of clinical audit. The picture I built up was very 
different. What my survey told me was that most of the clinical audit co­
ordinators were in fact very well qualified; most o f them were either 
professionally trained, nurses seeming to be quite a popular group, or they 
had undertaken a degree in a relevant subject. What they were saying was 
that they were able to do the job but that they were often placed too low 
down in the hierarchy to have any real effect or influence any change. I 
also asked them to answer what they thought the barriers to change in their 
organisations were. A great number of them (86%) said that when they 
were undertaking multi-professional clinical audit the doctors were not 
participating so when the audit identified the need for a change in practice 
there was no ownership from them of that need to change. As the doctors 
were very often the holders of power within the team their disengagement 
prevented any change from taking place. The findings from this piece of 
research were very useful to me in my day-to-day work in the clinical
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audit department. I was also very surprised at how able I had been in 
undertaking the research and writing a report.
The second project was the one I was really looking forward to doing.
This time I used grounded theory to analyse the data I was collecting over 
a period of time. Grounded theory was developed by Glaser and Straus 
(1967), Corbin and Straus (1990) and by Straus (1987). In grounded 
theory the researcher does not begin the research with a preconceived 
theory. The theory emerges from the data the researcher collects.
“ Grounded theories, became they are drawn from  data, are likely to 
offer insight, enhance understanding, and provide a meaningful guide 
to action. ” (Straus and Corbin, 1998).
I was gathering evidence from a healthcare community, both primary and 
secondary care, to build up a picture of how they were preparing for and 
implementing a structure for clinical governance. As I did not have a 
theory in mind but had a real passion for finding out how individuals were 
putting together a system to deal with clinical governance, grounded 
theory seemed to be the most appropriate methodology at the time. Again 
the research findings were fascinating and I was enjoying the process but I 
was unable to find any support from the Department of Social Science. 
When I handed in the first draft of my report I was in for a huge shock. 
Without any support in this methodology I had used my intuition and 
instinct to interpret the report and my research findings. I had written the 
report mainly in the first person. This was not acceptable and I was asked 
to rewrite the report. I was told in no uncertain terms that they were not 
interested in what I thought or felt. I as the researcher should remain 
objective and take ‘myself out of the research. In that moment I felt the 
whole weight of the academic institution on my shoulders. It just didn’t 
make sense to me but was another example of the dominant positivist
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theory making it impossible for me to legitimise what I was doing. For 
several days I was in a panic, I had completed my research and I felt that 
the findings were very important and useful. My confidence also took a 
huge blow but with a lot of encouragement from Shaun I got on with the 
process of rewriting my report in the third person in an objective way, but 
what I would claim is that this report, the one that was acceptable to the 
academic institution at that time, was lacking. It was lacking in passion 
and soul and all the other things that I had brought to the research - 1 
didn’t like it. I am not arguing in this instance that passion and soul 
should replace science, but rather that they could be used together and 
complement each other. This was my first experience of the so called 
paradigm war between purists of either qualitative or quantitative 
methodologies. A feature of these wars has been a focus on the differences 
of these methods which has resulted in two research cultures “One 
expressing the superiority o f  *deep, rich, observational data ’ and the 
other the virtues o f  ‘hard, generalisable\...data” (Seiber, 1973. pl335.) 
My preference as a researcher is to be able to draw on both methods as 
appropriate rather than having to opt for either or. This feeling 
disappeared for a while when I graduated, as a scientist, I was so proud of 
myself.
When I handed in an outline proposal of an action research project I 
wanted to do as my PhD Thesis I was also unprepared for the answer. I 
knew that action research was the most appropriate methodology for the 
project I wanted to undertake. I also wanted to make sure that I had a 
supervisor who was an expert in whatever methodology I chose but I 
wasn’t sure how to find one. I rang the switchboard at the University of 
Bath and asked to speak to someone who knew about action research and I 
was put straight through to Jack Whitehead. Jack’s response to my out 
line was.
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“This is very interesting and I  would like to work with you on this. Only 
one problem with the proposal, where are you? I  canft hear your voice 
in here at a ll There is no ‘I ’. You need to fin d  your ‘I ’ and get it right 
into your work. ”
I was amazed and it was at this point that with Jack’s support I began to 
put back the passion into my academic writing and find again my 
confidence. Undertaking this first workshop in the way I did also enabled 
me to share my passion and myself in a creative way. It also refuelled my 
confidence and enabled me to go forward and further down this creative 
pathway.
Following this first workshop I have been able to build on this experience 
and have developed and undertaken a wide variety of workshops with 
multi-professional healthcare teams both in the UK and across the world. 
There are several that stand out as having played a significant role in both 
my learning and the learning of the organisers and the participants.
Creative workshop for an Acute Trust
The first of these was held for an acute Trust but the group we worked 
with came from the wider healthcare community and included 
representatives from social services and the ambulance service. We had 
been asked to do the workshop by the human resource team as part o f their 
ongoing professional development. They were also interested in testing 
out some work they had been doing with the team using Meredith Belbin’s 
team role model. This is used widely in organisations for employment and 
team development purposes. In the first part o f the workshop the human 
resource department wanted to undertake the final part of their Belbin 
assessment and give some feedback to the team on the outcome of that 
assessment.
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Meredith Belbin has also produced guidance on what combination of 
individual roles you need to have an effective team. What the human 
resource department were hoping was that the participants would display 
their Belbin ‘type’ as they participated in the workshop and that by doing 
this they would be able to see how useful the Belbin process was. 
(Meredith Belbin’s grid is attached in Appendix. 6.)
In this workshop we would be starting off in the same way as in previous 
workshops by building trust and developing creative energy within the 
team to get them to a point where they would be able to engage in a 
devising and performance exercise. In this way the human resource team 
were expecting to see the behaviours identified by the Belbin session in 
action. The teams were firstly put into 2 separate teams, put under pressure 
to be creative and perform and then to work together again in a creative 
capacity.
The aim of this workshop is to bring together a multi-disciplinary group of 
people who would be exploring, through a creative process, the dynamics 
of team work, team building, group interaction, problem solving, 
communication, advocacy and leadership.
The group were split into two halves and each was given the same 
objective but with significant differences. The objective was to produce a 
small ‘theatre’ performance for the other group. Both groups had their 
own facilitator assigned to them who was also able to offer additional 
theatre expertise and support (if requested).
An additional facilitator, one of the Human Resource team, was also 
available to offer support to both groups as well as to note the 
development of the dynamic as the process unfolded. This facilitator also 
led the debriefing session at the end and it was their intention to draw on
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any data from the preliminary Belbin assessment within the debriefing 
session.
The Story
Each group was given the same story upon which to base their 
performance. The story is essentially a tragedy involving a simple 
narrative. Each group was given a different approach for the delivery of 
their theatre piece. One group used a different form of theatre than the 
other.
Devising
The groups then engaged in the 1st stage of the Theatre workshop. They 
were asked to devise a performance using specific criteria.
It was this process of devising that would enable the teams to be formed 
and the team dynamic to develop. Particular emphasis during observation 
was being given to how well the group interacts. They were also given a 
set of questions to ask themselves as they progressed through the exercise.
1. How creative and imaginative are they at finding solutions to the task?
2. In what way does each individual make a contribution to both the task and 
the dynamic of the team that they belong to?
3. It will also be worth noting any reticence at having to take the personal 
risks to perform or try out new ideas through the rehearsal process.
4. How do they handle the specific brief that they have?
5. How well do they listen to each other as the process unfolds?
6. What kind of rationale dictated the decision making process?
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7. Who led the group, if anyone?
8. How do/did they feel about testing their work through a performance? 
Performance and Preliminary Debriefing
Once the two groups had performed their short piece a comparative debrief 
took place. The aim o f this debrief was three fold.
1. To celebrate their achievement
2. To re-enforce team identity via the original brief.
3. To highlight the merits and differences between the two pieces of work.
Stage Two Outline
After the 1 st performances and initial comparative debrief the groups were 
merged. They were then asked to carry out the task once more and were 
given a new brief designed to create a degree of conflict between the two 
old groups. Despite this they needed to continue to work together in order 
to complete the task.
The workshop
This workshop was a very interesting one for me particularly with its 
focus on teams and group dynamic. This was also a smaller group than 
we usually have, there were 10 participants altogether so we worked in a 
much more intensive way. They were also a very diverse group which 
included members from each clinical group and also representatives from 
social services and the ambulance service. This group crossed the 
traditional boundaries of health and social care. What struck me about this
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particular group was their commitment to each other and to the workshop. 
They engaged with each exercise with incredible energy. They 
contributed and challenged at every opportunity and they demonstrated a 
highly developed level of insight throughout the debriefing sessions.
When they split into two groups to tackle the devising of the theatre piece 
they instantly became competitive. What was more interesting from the 
point of view of the human resource individuals was that as they became 
more and more focused on the task and the pressure began to build their 
behaviour started to change. Each group self organised and in each group 
a leader emerged and took on the role of director. Someone else from the 
team became the creative energy pushing the storyline forward and in each 
team another individual took on the role of sorting out the fine detail 
focussing on the nitty gritty and keeping them to deadline. As they were 
such small groups these individuals were taking on these roles at the same 
time as being involved in the performance. The next task was even more 
interesting from a group dynamic perspective. The two groups had very 
quickly formed a strong identity and had developed relationships with 
each other. They found the merging of the two groups very difficult to 
deal with; they were reluctant to ‘loose’ their separate group identity and 
clung on to this for as long as they were able to. As a consequence roles 
within the new group were not clearly defined and they found it very 
difficult to focus on the task and were still maintaining their former 
identity and behaving still in a competitive way.
I believe that this behaviour has very significant lessons for working in 
organisations within the National Health Service. In the final debriefing 
session of the day the participants were expressing the view that it is not 
surprising that many teams within the NHS struggle when they have to 
contend with so many reorganisations as they very quickly lose all sense 
of individual and team identity. The process of enabling them to develop
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relationships with each other in their second team had been rushed and 
they had ignored the need for them to consider this. They expressed the 
opinion that this was very similar to their work experience and they could 
identify that this could have a negative impact on the quality of their work.
It was also very significant for the Human Resource Department who then 
compared their individual team role in the activity with the role that had 
been identified by the Belbin exercise. In all but one occasion the roles 
were different. The group felt that this was because we, as individuals, are 
unaware of the way we behave particularly when we are under pressure. 
We are very often unaware of the way in which others experience the way 
we relate to them. The way we think we behave/ communicate/ relate is 
often different to the way others perceive us to behave/ communicate/ 
relate. This is why the improvisational work can be so significant in the 
development of identity and relationships and improve the way in which 
we communicate. In an improvisation we will take time to explore 
behaviour, both our intended behaviour and the perception of others o f our 
actual behaviour. This very often leads us to develop insight into the kind 
of patterns of behaviour that we fall into, especially when under pressure 
and the impact that this can have on the people working with us.
Working creatively with healthcare teams
The other workshop that I believe was significant in the development of 
my practice was a workshop created for mental health service managers. 
The Modernisation Agency (MA) of the National Health Service has been 
developing a booking system to allow for more flexibility and choice for 
patients. The scheme, originally known as ABC or Access, Booking and 
Choice, allows patients to book their own appointment whether this is for 
a routine appointment or for a hospital admission. The scheme originated
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in the acute hospital sector and is acknowledged to have played a 
significant part in reducing waiting lists and also reducing the number of 
missed appointments as people are able to choose their appointment date. 
Introducing a booking system requires more than just introducing a 
computerised system. The scheme has meant a change in the way 
hospitals plan routine work and has often been a challenge for those 
people who are responsible for making it happen within the hospitals. It 
was now time for the scheme to be introduced into the mental health 
services. Mental health were not very happy about this, they of course 
agreed with the principle of more choice and flexibility for patients but 
they felt that they had been handed something that had been developed for 
an acute sector and they were having to make it fit into their services and 
that this was inappropriate. There was also a feeling that once again 
mental health was being treated as an after thought and as a consequence 
the managers introducing the system had met with a lot of resistance from 
the clinicians.
The booking team had organised a day to bring the mental health service 
booking mangers together to try and find a way in which they could move 
forward. The team who were organising the day had expressed to me that 
they really understood and had sympathy with the problems they were 
having in mental health. They wanted the participants to identify the 
issues and to make suggestions as to how to redesign it for use within a 
mental health setting. They really were sincere in their desire to listen to 
the mental health teams. Their concern was that the participants would be 
so frustrated that they would use the day negatively and their one 
opportunity to influence the system in a real way would be lost. Their 
request to us was to create something to start the day off that would shift 
their negativity energy into a positive and creative energy and enable them 
to focus on redesigning the booking process for mental health.
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This was again a shift in the focus of the function of the workshop and 
required a significant amount of thought and design. We agreed that it 
was very important at the start of the day to acknowledge the feelings of 
the participants. We did this by using a chat show format that we have 
developed to encourage the questioning of ‘experts’ in a very supportive 
and truthful way. The organisers became the ‘expert guests’ and the rest 
of the group the audience, who asked questions in an informal setting.
This process is facilitated and both parties encouraged to be as open and 
honest about their worries as they possibly can. This process relies very 
heavily on the ability of the facilitator to pick up the issues and to read the 
subtext and to respond in a way that enables difficult questions to be 
addressed. This question and answer session becomes more of a 
supported conversation with the facilitator acting in an advocacy role. The 
main points are recorded and at the end of the day the format is repeated 
and we ask whether we really have addressed their issues in an acceptable 
way. Chat show part one was followed by a series of exercises that first of 
all focussed on them as individuals. We started off with a relaxation 
exercise the purpose of which was to enable them to unload some of the 
baggage that they had come with. This was followed by a gentle warm­
up, firstly at an individual level, concentrating on both the body and the 
voice and then moving into a team based creative activity. It was 
important from my point of view that the organisers, all o f them very 
senior policy makers, were part o f this activity. They were of course rather 
reluctant at first and needed some gentle persuasion. Their participation 
also had a very positive effect on the dynamic o f the group as a whole. 
They were all having to work at the same level, there was no command 
and control and as a result some very positive self-organisation and 
emergent behaviour resulted. The group was then able to tackle the day’s 
task in a very upbeat and positive frame of mind. They had developed a 
relationship with the organisers that was based on trust and clear 
communication and felt that a more level playing field had been created.
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At the end of the day we organised a second chat show with them 
following a similar process as the morning’s session but this time 
addressing the issues that they had raised in the earlier session. The 
feedback was excellent. This potentially very negative group who had 
approached the day wanting to have their say and make their point, felt 
that they had been listened to and had been able to change the way that 
booking was being introduced into their services. This demonstrates a 
significant move away from imposition to inclusion. Most importantly 
they reflected that if they had been told that they would be engaged in this 
kind of creative activity at the beginning of the day they would have been 
very cynical.
Learning about learning from playing creatively.
Over the last couple of years I have been involved in the development of 
many different kinds of creative workshops that have been undertaken in a 
wide variety of settings both in this country and in many other countries 
around the world. Each new workshop has resulted in me taking a step 
further into the use of creative techniques as my knowledge and 
confidence has grown. I am always encouraged by the level of 
engagement in the creative activity by some of the participants in these 
sessions, some of whom have not been involved in this kind of work 
before. I am now much more able to allow myself and my intuition to 
take the group in the direction we need to go. There is often an 
improvisational nature to the content of the workshop which develops 
from the input of the participants. Although each group is very different 
in the way it engages creatively I have been able to identify some themes 
that have reoccurred throughout the workshops. One game in particular 
which we call “A which and a what” has identified some important issues. 
In this game the participants create a complex system, they build up the 
complexity of the system gradually by a series of instructions issued to
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them by the centre in a very command and control way. It very soon 
becomes apparent that the system is flawed and the more they work to 
make it work, following directives to the letter, the more difficulty they 
experience. The amount of information about the group that this exercise 
illuminates is extraordinary. One of the most significant points that it 
brings to our attention is the way in which the different professional 
groups appear to react to the system. We have played this game with 
100’s of groups and the same behaviour happens each time we play it. 
Some, when they recognise that the system isn’t working break the rules 
instantly and change it. They just decide what they want to do and do it, 
this is usually without consultation or agreement with others and you end 
up with many different individuals doing many different things all at the 
same time. Others put all their energy into making the system work, 
follow all the rules and do their utmost to make it work, even when they 
know it can’t. In this instance they work more as a team, supporting and 
helping each other in order to get the system to work. This speaks 
volumes to me about the different ways in which we educate healthcare 
professionals. This insight into the difference in behaviour is significant 
for healthcare leaders when we are working with multi-professional 
groups in order to introduce change. Healthcare leaders need to have an 
understanding of how different the behaviour o f different professional 
groups is displayed in order to work with them in multi-professional 
contexts. This is particularly relevant in the current climate of intense 
change. It is also further evidence that developing the creativity of the 
team can have an impact on the way in which members of the team 
develop their individual and group identity and the way in which they 
relate and communicate. What is also important is that this exercise opens 
up a conversation about these issues very quickly. The participants are 
immersed in an experience which they are encouraged to translate into 
their work and life experience and because they are in an experiential 
moment the conversation is influenced by experience in the moment. An
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extract from an evaluation by a General Practitioner of his experience 
following a creative workshop also indicates that engaging in a creative 
process can have an impact of the development / transformation of our 
practice.
I  work in a general practice in Lambeth. In the past we have employed 
Marian to do work with all 20 members o f  the practice to explore how 
we might improve the way we work and relate together
Historically there has been little history o f  the people spending time 
together. This is partly to do with the architecture o f  the building which 
makes it difficult.
Following the first half day session we did. We had a further afternoon 
o f Practice development. We have one large room which traditionally 
has just been used fo r the baby clinic. From the energy o f  the morning, 
we stripped the room and turned it into a place where we could meet for  
a coffee break every morning. This had never happened before. We chat 
about patients and Each other and share problems. I  make a very direct 
connection between the creative work we did with Marian and the 
capacity fo r us as a group to find creative solutions to improving the way 
we work. (Dr Alasdair Honeyman, 2003).
Since I first began to devise and deliver these creative workshops I have 
extended my own knowledge and understanding of my practice over and 
over again. The process of undertaking living theory action research at the 
same time has also lead to me having a greater understanding of my 
embodied knowledge and in what way my values are directly influencing 
the way in which I practice. When we evaluate the workshop at the end I 
am able to ask myself if I have been able to communicate my values 
through the workshop work. This enables me to reflect on my practice 
and to know where my practice should improve.
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I am also beginning to sense a sea change in the way other people react 
and respond to this kind of work. The suggestion from me to work in a 
creative way was often met with a very reluctant response. In just a few 
years this has changed and my intention to work in a creative way now 
appears to be more acceptable in complex organisations where more 
emphasis needs to be placed on the relationships of the people involved in 
the organisation. I was approached in the summer of 2003 by Kate 
Harmond who was clinical director of the Modernisation Agency to 
contribute to their annual summer school for clinical leaders. We had 
contributed to this workshop the previous summer and following this have 
been able to contribute to the national modernisation agenda in many 
ways. (See chapter 8. ‘Using the performing arts to encourage 
emergence.’) On this occasion when I asked Kate what she would like us 
to do she replied, “Oh just do your thing, whatever you decide to do will 
be fantastic. ” The amount of trust embraced in this response holds huge 
significance for me and my practice. It also allows me to practice in a 
responsive and improvisational way because individuals like Kate know 
that my experience and my embodied knowledge mean that she has been 
able to place trust in my practice. In a recent conversation with Kate 
about the workshop and what developments had been made following it 
she also added the following comment.
“Whatyou both have is an amazing ability to create an environment, a 
space, where people fee l able to take significant risks, but you hold that 
space in such a way that they never fee l at risk, and they never really are 
at risk. ”
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Kate Harmond opening the 2003 sum m er school
In April 2004 I was appointed as a National Service Improvement Lead by 
the National Institute o f  Mental Health in England (NIMHE) which is the 
mental health arm o f  the modernisation agency and is part o f  the new Care 
Services Improvement Partnership (CSIP). In my new role I have been 
asked to work with particular mental health organisations who are pilot 
sites for the development o f  mental health improvement partnerships to 
encourage a more creative, inclusional and responsive way o f  improving 
services.
i *  The significance o f  the DVD I have created as a contribution to this 
thesis has been emphasised in other chapters, and particularly in using the 
Performing Arts to Encourage Emergence. I was also keen to include 
some o f  the creative engagement work in this DVD. I have decided that 
this is inappropriate to do so because o f  the sensitivity o f  some o f  this 
work and the risks individuals sometimes take in the workshop. I did 
however want to be able to share the joy and passion that I feel when 
working in this way and also when engaging creatively with other people. 
In the final chapter o f  my DVD I have tried to communicate this passion 
and share the life affirming energy that keeps me working in this way. I 
have had the opportunity to work with other people who are working in a 
creative way throughout this period. We get together to share what we 
have been doing, challenge each others perceptions and develop our
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knowledge and understanding of working creatively. These people have 
allowed me to use some of the footage recorded at our workshops. 
Intertwined with this are images of the people I have worked with who 
have contributed to my development from all over the world. What I hope 
to communicate is that my practice is continually developing as I engage 
in creative, pedagogical and responsive relationships with the people who 
I have had the privilege to work with as we all try to improve our practice 
and together co-create a health service that is inclusional and responds not 
only to the needs of the healthcare professionals but also to the needs of 
the many people using the service.
Throughout this period I have been part of a collaborative inquiry group 
who were commissioned by the Nuffield Trust. The outcome of this 
inquiry was published as a strategic paper and is attached as Appendix 16. 
(Swallows to Other Continents. 2004). This report sets out the strategic 
issues and recommendations for promoting the use of creative arts in 
healthcare. It has also prompted a scoping exercise across mental health 
services that has just begun. The purpose of this is to build an evidence 
base of the effectiveness of the creative arts as a tool to improving the 
experience of mental health service users. I am confident that the work 
that I have engaged in will make a significant contribution to this activity.
This chapter, alongside the visual narrative, communicates how through 
the use of creative workshops for healthcare practitioners, service users, 
carers and managers, I have been able to clarify my passion for 
compassion as it is emerging in my practice.
The following chapter builds on this as I show how the use of theatre for 
development re-emphasises the importance of a passion for compassion in 
my practice. It also supports the visual narrative as I demonstrate how this 
is sustained this by living this value in my practice.
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Chapter Eight
Using the Performing 
Arts to Encourage 
Emergence
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“Now, when so many certainties have become so many doubts, when so 
many dreams have withered on exposure to sunlight, and so many hopes 
have become so many deceptions -  now that we are living through times 
and situations o f  great perplexity, fu ll o f  doubts and uncertainties, now 
more than ever I  believe it is time fo r a theatre which, at its best, will ask 
the right questions at the right times. Let us be democratic and ask our 
audiences to tell us their desires, and let us show them alternatives. Let 
us hope that one day -  please, not too fa r  in the future -  we’ll be able to 
convince or force our governments, our leaders, to do the same: to ask 
their audiences - U S -  what they should do, so as to make this world a 
place to live and be happy in -y e s , it is possible -  rather than just a vast 
market in which we sell our goods and our souls. ”
(Boal, 1992. p. 247.)
In this chapter I tell the story of how I began the process of using my 
experience and knowledge of theatre-in-education and theatre for 
development in my practice as a facilitator of health care improvement. In 
relation to the Boal quote above, I believe that living the value of a 
passion for compassion is my way of doing this. I also share the research 
process I engage in as part of my work, how this then influences my 
devising process and the creation of a piece of theatre. Each piece of 
theatre discussed in this chapter is unique and each contributes to the 
development of the next as my practice and knowledge and understanding 
of my practice is extended.
As so often happens in life several events came together that prompted me 
to ask myself in what way could I develop the creative workshops even 
further. I was beginning to believe that there was a real possibility of 
introducing the concept o f theatre for development into my work in 
organisational development. I began to look for an opportunity to take this 
further and had identified several areas where I felt that it would enhance
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the work I was already undertaking. The first o f these events occurred 
while I was attending a healthcare quality improvement conference in San 
Francisco. I had been asked to give a presentation on the work I had been 
doing with the dementia services in Swindon. (See chapter 6, “Breaking 
Down the Walls of Silence.”) This was a three-day event with examples of 
good practice from all over the world. There were also workshops and 
laboratory sessions, which explored the growing variety of tools and 
methods for performance improvement. I have attended most of these 
workshops over the years but my attention was immediately drawn to the 
final session of the day. This session was a performance of a play called 
Charlie, Victor, Romeo. This play had just completed a very successful 
run off Broadway. Don Berwick, a well-known American doctor and a 
leader o f quality improvement in healthcare, had seen the play on a recent 
trip to New York with several medical colleagues. They had been struck 
by the similarities in the consequence of error in the airline industry, 
where the play is set, and the consequences of error within the medical 
profession. Charlie, Victor, Romeo (CVR) is a re-enactment of the time 
immediately before disaster strikes on 5 different air flights. The stories 
are based on the black box recordings from 5 real events. What is 
significant in the narrative is the way in which each scenario demonstrates 
what begins as a simple problem with relationships or communication can 
result in catastrophe. Don decided to invite the theatre company to 
perform the play at this conference.
I experienced the same sense of excitement that I experience at the start of 
any piece o f theatre. The lights dim, my senses are awakened and 
heightened and out of the darkness emerges a scene. The play was intense 
and emotionally engaging, the performances were outstanding which 
made the impact of each disaster even more appalling. There was 
thunderous applause from the audience as the lights went up at the end and 
a sense of relief that it was over and we were all safe. Don came onto the
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stage and thanked the actors and addressed the conference for the last 
time. He told us that there were plans to take the theatre on tour across 
America to other healthcare conferences and gatherings. He thanked us all 
for coming and wished us a safe journey home -  and that was it - 1 could 
not believe it. I could not believe such a wasted opportunity. The theatre 
had engaged its audience completely; we had all made the connections and 
associations with what we do on a day-to-day basis. There was a 
tremendous opportunity for participants to now engage in the next step, 
and that opportunity had been lost. I was hurled into action and ran out of 
the hall to try to catch the actors to find out who was responsible for 
organising and funding the rest of their tour. I managed to track them 
down and had a somewhat rushed discussion with them about the theatre 
piece. They were a lovely group of actors, but they saw themselves just as 
actors and had not talked at all about the possibility of them developing a 
pedagogical role with healthcare professionals. They saw their 
responsibility simply as delivering the goods and that for them meant 
making sure they performed well as actors and no more. They did advise 
me to talk to their main contact who was the senior doctor with the 
National Patient Safety Foundation of the United States o f America. She 
was also at the conference; in fact she had showed great interest in the 
presentation that I had given earlier. She was very responsive to our ideas 
about using the piece of theatre within a more educational and 
developmental framework. She asked me to consider putting together a 
proposal that she would be able to use to find funding to enable it to 
happen. We then went our separate ways, both with a sense of optimism 
about the potential for working together. Back in the UK we continued to 
talk about the potential of using theatre in quality improvement 
environments and the National Patient’s Safety Foundation continued to 
seek enough funding for us to be involved in the American tour. Shaun 
and I prepared a proposal for working with Charlie Victor Romeo that we
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believed would fully develop the use of this piece of theatre as a tool for 
education and development.
The proposal had four distinct stages to it.
1. Exposure to Charlie Victor Romeo -  Theatre performance.
2. Deconstruction of the Theatre stimulus. Identification o f Health 
Care parallels.
3. Reconstructing the parallels within a Health Care Context to 
storyboard.
4. Presentation of Health care re-enactments.
Pick yourself up, dust yourself down and start all over again
The negotiations for the funding of this project lasted for a four month 
period. (The proposal is attached as Appendix 7.) In the end they were 
just not prepared to fund us to come to America from the UK to undertake 
the project, preferring to find the expertise locally. This also failed as 
there was no-one available with the skills to do it and so the theatre piece 
continued on its tour. The format was changed a little to enable the 
audience to talk to the actors after the performance but I felt an enormous 
opportunity was lost. On reflection I was bitterly disappointed and at the 
time convinced that it was going to be very difficult or maybe even 
impossible to get funding to do this kind o f work. I knew I had a long way 
to go before it would be taken seriously as a useful methodology for both 
organisational and personal development.
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At the same time I was continuing with the work in the UK. I was also 
attending a weekly meeting of action researchers at the University of Bath. 
I was finding this group very supportive of my work and I was able to use 
this forum to test out ideas I was developing before putting them in to my 
practice as part o f the development of a care pathway for dementia. (See 
chapter 6: Breaking down the walls of silence.) I was beginning to explore 
the use of fictional characters devised from my research findings in the 
dementia project. From this research I began to create characters that I 
could use to improve the way I communicate research findings to an 
audience. It is important to note here that each of these pieces of research 
was undertaken within a more traditional research framework that 
included, when appropriate ethics approval, which in each case was 
successful. The methodology used was often a combination of qualitative 
and quantitative methods and the data collected was always analysed using 
appropriate data analysis methods. The characters or theatre were devised 
from the evidence base created by the research. It is also important to note 
that permission from those contributing was always sought before 
devising the theatre and or for contribution to related educational 
purposes.
Using fictional characters in this way was proving to be a very powerful 
educational tool for the dementia project both with healthcare 
professionals and members of the public. Accessing much of the 
traditional research is a daunting prospect for many people. Ensuring that 
the characters developed are based on actual research can present the 
information in a much more humanistic manner. People not only have 
access to the research findings but can also experience the effect of the 
condition on a human being. This makes sure that the patient or carer is 
firmly included at the centre of the research and also at the centre of the 
research dissemination. The Monday action research group was a very 
useful forum in which to test out the characters and to gain feedback so
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that I could develop them further and enable me to build confidence in 
using theatre for development in my role within healthcare. I had also 
been invited to contribute to the Alzheimer’s International Conference 
which was being held in Christchurch, New Zealand. I saw this as an 
opportunity to use theatre and the characters I had developed from the 
research in an interactive way with the participants at the conference.




I had already begun to use 2 characters, Mary and Sue, (Transcript o f  
these characters is attached as Appendix 9) as a way o f  connecting people 
I was working with the reality o f  living with or caring for someone with 
early dementia. The brief we were given for the New Zealand conference
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was to do something innovative and participatory that would highlight the 
difficulties and provide some solutions to the problem of early diagnosis.
What we created used the informal format of a ‘chat show’ that focused on 
the patient’s journey. Because of the relaxed nature of the presentation we 
hoped to encourage a greater level of participation than is usually achieved 
from the audience at this kind of event and thus developing a more 
inclusional approach. This format was very important because the 
Alzheimer’s conference is unusual in that as it is organised by 
representatives of service users and carers there is also a significant 
number of service users and carers as delegates at the conference. We 
hoped that by creating this kind of structure for our presentation they 
would find it easier to engage and to feel included and that our session 
would not be dominated by contributions from the medical profession.
We organised the performance space so that it represented a television 
chat show with a sofa and a coffee table. Shaun who played the chat show 
host spent a little time ‘warming up’ the audience and creating an 
atmosphere within which they felt comfortable. He also used this time to 
get to know a little bit more about who they were and what the 
professional / service user /carer mix was. This would enable him to 
direct the questions and to know which areas would be most appropriate to 
that specific audience. He then introduced the audience to his guests who 
included Roger, a consultant in old age psychiatry and Patrick, who is a 
general practitioner. He also introduced them to me and let them know 
that I would be playing a number o f roles, all based on recent research to 
reinforce the patient and carer perspective. I would then be taking my 
place on the sofa to answer any questions that were directed at me or at 
any of the characters I had presented.
In the second half of the session we played a short video that I had 
developed for the conference which put some o f the issues relating to
258
dementia in the UK into perspective. The video included interviews with 
healthcare professionals, service users and carers. This set the framework 
for the work I had been involved in in the UK and we felt it was a good 
vehicle to encourage dialogue with the delegates and to encourage them to 
talk about their experiences of the New Zealand system and identify 
similarities and differences between the two systems. This would also 
enable the chat show guests to anticipate where some of the questions may 
come from.
In section 3 Patrick was asked to describe the process a General 
Practitioner (GP) should go through when facing a person with early 
symptoms of dementia. This included the signs and symptoms that should 
alert them to consider the possibility of early dementia. The audience 
were then given the opportunity, with a lot of encouragement from Shaun 
in the role of the chat show host, to ask Patrick about the problems facing 
a GP and what might lead to him missing the early signs. The audience 
were then asked to listen to the patient and carer perspective o f the issues 
surrounding early diagnosis and were introduced to the following two 
characters.
Mary and Sue
Mary is in her late 60’s, she is Jit and healthy, looking younger than her 
age and up until recently has led a fu ll and active life. Mary met and 
married Ted in her early 20 ’s. Ted died a year ago very suddenly ftwm a 
heart attack. Mary has tried very hard during the past year to remain 
independent and not “become a burden to my children”. Ted was a civil 
servant and they had a very comfortable life together. They had 3 
children, 2 daughters and a son. Sue the eldest daughter lives very close 
to Mary and they see a lot o f  each other. Sue is head o f  the English 
Department in a local boyfs school. She is married to Charles a very
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successful and therefore busy criminal lawyer. His work requires him to 
put in very long hours and he is often away from  home. They have 3 
daughters o f  13,11 and 6. Olivia the youngest daughter has quite severe 
asthma and is often unable to attend school Sue relies heavily on Mary 
to help her with the children, something that Mary is more than happy 
to do.
John, Maryfs middle child and only son is also married. He lives in 
Surrey with his wife Jan. John is an Estate Agent and 2 years ago he 
decided to branch out on his own and opened his own agency, which he 
jointly runs with Jan. They are doing very well but have little time for  
anything else, including visiting relatives; they do not have any children 
yet.
Elizabeth is Mary ys youngest child. Just before Ted died Elizabeth 
emigrated to New Zealand to help her husband run his families sheep 
farm. They have a 3-year-old daughter and Elizabeth recently gave 
birth to twin boys. She misses England and her mother and has tried in 
vain to persuade Mary to live with them in New Zealand.
(The full script is attached as Appendix 8).
Mary and Sue were devised from the extensive research undertaken by me 
as part of a project called ‘Breaking Down the Walls o f Silence’ (see 
chapter 6). The purpose of this project was to redesign services for people 
with dementia with the full involvement of those delivering and using the 
services. The devising process I used to develop the characters was based 
on the methodology of theatre-in-education and theatre for development. 
This process involves using a creative process alongside a pedagogical 
process in order to create fictional characters who tell a story. The 
characters in the story have to engage the audience in a way that they are 
able to experience the issues (identified by the research) that affect them 
and their lives. This process involves the actor, in this case myself, 
undertaking the research, analysing the research and then engaging in a
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creative process that allows a character and a story to develop. This 
process although a creative process is also a very reflective and objective 
process as the actor is constantly checking what is being created in order 
to make sure what is being communicated is what is intended. The 
devising process can be a very intense time where it is crucial to find the 
correct balance between fact and fiction. The 2 scenarios devised for this 
event followed this process of creation and refinement and rehearsal in 
order to ensure the findings were being communicated.
What Patrick had described was the process, informed by research 
evidence and best practice guidelines, that patients should expect when 
visiting their general practitioner. The two pieces of theatre were also able 
to demonstrate from the research the reality facing many patients.
Showing the contradiction in this way acted as a catalyst for the audience 
to discuss, in a very open and animated way, their experiences both as 
health care providers and users of the service. I believe that the discussion 
that followed these 2 scenarios was enhanced by their engagement and 
recognition of the stories and they were able to identify with the issues 
that affected the characters telling their stories. The conversation that the 
delegates had was a very different kind of conversation. What I 
experienced at this event was a level of engagement and a level of honesty 
as people, users, carers and health care professionals from all over the 
world that I had not previously experienced at events of this kind, where 
we had relied on more traditional ways of disseminating research findings 
One of the tools we had developed and validated as part of the pathway 
process in the UK is the 6 question cognitive impairment test, (6 CIT).
(See appendix 14 -  Care pathway for Dementia).
Patrick, GP, had invested a lot of his time and energy into helping us to 
find a simple and quick tool that GP’s could use to help them to recognise 
the early signs and symptoms of dementia. We had recommended this 
short test as a referral tool for GP’s and its uptake had been quite
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significant. Patrick then demonstrated, with the help of the character 
Mary, how to use this test. Members of the audience were also invited to 
come up and to try out the test themselves. I believe that at this point in 
the session what we experienced from the delegates was a level o f trust 
that we had not previously experienced. We had been able to develop, 
because of the way in which the theatre had been able to influence, engage 
and as a consequence enhance the kind o f conversation and relationships 
that developed.
The session engaged the audience to such an extent that we had to 
continue over the lunch break and delegates made the decision to miss 
lunch in order to have a little more time to discuss the issues. The 
feedback was almost unanimously positive, especially from those within 
the audience who were either sufferers of dementia or were carers of 
someone with dementia. The only criticism was that the session should 
have been given a more prominent place in the agenda of the conference 
and that there should have been a longer timescale allocated to it by the 
conference planners.
For me this event was a significant milestone in my drive to use theatre in 
organisational development. There has been a significant move recently to 
use patient story in order to improve services. Quite often it is difficult to 
involve vulnerable people in this way for very obvious reasons. By 
developing characters and devising scenarios based on the research it is 
possible to ensure that the voice of the vulnerable person is not excluded.
It is also possible for me to combine many different issues within the one 
simple story line and using my knowledge of the devising process to 
create a story that the audience will engage with. This particular piece of 
work enabled me to continue the process of synthesising creativity and 
complexity within my role with a greater understanding of its importance 
and much more confidence in myself and my embodied knowledge. This
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was another step forward in my learning and development and made a 
considerable contribution to the way in which I was developing an 
understanding orfriiy*values are emerging in my practice and how my 
practice is influenced by my values and in particular my passion for 
compassion.
Si As part of the process of writing this thesis and reflecting on my 
writing I have been trying to clarify my embodied values and to look at 
how I live these values in my practice. In order to communicate this and 
to share with others, in a creative form, my learning, I have created a DVD 
from some of the video clips I have gathered as part of my research 
process. {See also, Chapter 3. Expressing and clarifying my values 
through the creation o f  a DVD.) In the DVD chapter 6 “Breaking down 
the walls of silence” I have focussed on the importance to me and the 
work I am engaged in in the development of inclusional and responsive 
relationships. This chapter opens with a clip of me explaining to Shaun 
the reasons behind my choice of clips, which is being influenced by the 
importance I place on my embodied values of inclusional relationship, 
responsive practice, trust, love and respect for self and for others and the 
importance of living life creatively. The next clips are of people with 
dementia and their carers talking to me about their experience of living 
with dementia and their relationship with their healthcare providers. I am 
trying to make sure that I am including their voices in my work which is 
contributing to the development of health service policy and improvement 
and I believe that this clip communicates the inclusional nature of my 
engagement with them. I have interspersed with these clips further clips 
from the characters devised from this research. These characters were 
devised with a pedagogical intent but their development has also been 
influenced by my embodied values and in particular, my passion for 
compassion. In the clip where we see Sue in a visit to her GP I have tried 
to communicate her love and concern for her mother. She is desperately
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hoping that all the fairly small signs and changes she sees in her mother’s 
behaviour are not too serious. Her experience of reassurance from the GP 
was one that many people I talked to had also experienced. One o f the 
main reasons for creating this character was to communicate just how 
easily these very important early signs and symptoms of dementia can so 
easily be missed.
As Mary, Sue’s mother deteriorates Sue has to face the difficult decision 
of finding a suitable nursing home for her. What she expresses is the 
difficulty that many people I worked with expressed and that is the lack of 
the very specialist understanding of the need of people with dementia in 
care homes. My research has also been able to highlight an urgent need 
for us to develop better education and development for care home staff. In 
the next clip we hear Audrey, who cares for her husband Ray who has 
dementia, talking about the difficulties she faces rehabilitating Ray after 
he spends time in respite care. Respite care is designed to give her some 
time away from the demands of caring for her husband but her experience 
is that she has to work twice as hard afterwards.
Welsh Assembly - 1 am because we are
On my return from New Zealand I was approached by a participant from 
one of the workshops I had undertaken for the Royal College o f Nursing 
Leadership programme. She was organising a conference in South Wales 
on Clinical Governance. She wanted to know if I would be able to do a 
couple of one hour interactive sessions to demonstrate how working 
creatively can enhance your clinical governance programme. I had, over 
the year, begun to dislike many of these requests because there is actually 
very little you can achieve with a large group of people within such a short 
time frame. We wanted to avoid being labelled as the token alternative 
entertainment. The sessions have to be planned very carefully and timings
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rigidly stuck to which leaves very little opportunity for real responsive 
practice to happen. I usually found myself agreeing to them however 
because it was at least an opportunity for me to encourage individuals 
attending the session to consider trying further work in this way. At the 
end of the session one of the participants asked if  I would contact her the 
next week so that we could talk further about the possibility of doing some 
‘creative’ work with the chief nurse o f Wales. Her name was Tina 
Donnelly and she was responsible for nurse education and development in 
Wales. Shaun and I met with her and Rosemary Connelly the chief nurse 
a couple a weeks later.
At the meeting Rosemary explained that she was preparing for the annual 
conference for all Welsh nurses which was due to be held in about three 
month’s time. The purpose of the conference was to share good practice 
and to celebrate some of the excellent achievements from the nurses in 
Wales. She wanted to know if we would be able to create a piece of 
theatre that would “challenge, provoke and stimulate the audience.” The 
purpose of this was to encourage the participants to ask meaningful 
questions of the presenters throughout the day. She also wanted the day to 
encourage dialogue between the presenters and the delegates rather than 
the usual conference format of one way, didactic, presentation. She had 
seen theatre being used at conferences before and agreed with us that its 
potential was never fully exploited. They had already sent out a call for 
papers and Rosemary agreed to us having copies o f the papers from the 
presenters as soon as they had made their selection so that we would have 
an understanding of what the content o f the presentations would be. She 
also agreed to us being involved in the development of the conference as a 
whole so that what we created would become an integral part of the 
conference. It was crucial for me that whatever we devised should link to 
and enhance the whole of the day and not just be an interesting bolt on.
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She was happy for us to go away and consider what the content might be 
and to return to the next planning meeting with some ideas.
I was so pleased with this outcome, this would be my first opportunity to 
undertake a piece of research and from that research devise a piece of 
educational theatre for a healthcare audience. Both Rosemary Connolly 
and Tina Donnelly were confident in their vision to want to exploit the 
potential of theatre for learning -  in itself this was, I believe, a 
commendable vision but also an exciting opportunity. This would be my 
first opportunity to develop this in a very high profile environment -  it 
was such an opportunity - 1 was terrified. What terrified me was that I 
knew that I would have to undertake this performance alone, I would of 
course have Shaun to research and devise with but the actual performance 
would be down to me, it was potentially an exposing situation and I began 
to doubt my own ability to do it. Where was I going to start? We had been 
given a very wide brief and it was very important that we didn’t let 
Rosemary down. She was prepared to take a risk to a certain extent as she 
had not actually experienced any o f our work. I was also very aware this 
would be a major stepping stone forward or backwards in my use of 
theatre in this kind of arena. I also had no idea what the content of the 
theatre should be, I was filled with lots of ideas for form but no idea what 
the content should be. I knew I would have to hold fire until I had 
undertaken the research in order to ensure that the theatre, in whatever 
form it became, reflected and responded to the needs of the research in a 
pedagogical and challenging way.
I was able to spend some time reflecting on the selected abstracts for the 
conference before this meeting. There was a wide variety and they were 






They all had 1 theme in common and that was the changing identity of the 
role of the nurse. Itf was agreed that this would be the starting point for 
further research and potentially the focus for the piece of theatre. Tina 
was also keen that there should also be some kind of emphasis on nurse 
education.
Undertaking the research -  gathering the evidence
Shaun and I began the research by talking to several nurses about their 
role as nurses in the modem NHS. This group included nurses of a wide 
variety of experience and background. They were also selected from 
different parts of the health service and included nurses from the acute 
sector, community sector and from primary care. The main theme from 
this small pilot group was the continually changing role o f the nurse.
They expressed the view that it was sometimes very confusing for them; 
they didn’t really know where they would end up and what was really 
expected from them. We decided to extend this research further and 
interviewed a total of 50 nurses. These nurses were a representative 
sample from across the country and from across all disciplines of nursing, 
and from all levels of seniority from student to Directors of Nursing. We 
also interviewed people, children, young people and older people again 
from a cross section of society and from different locations across the 
Country. When we could and when we had consent we used video to 
capture the interview. We also interviewed others who were happy to 
express their views and to talk but did not want to have their interview 
videoed.
I have also included my findings as a patient because I think it is important 
to include all my NHS experience throughout this time. I had been on a
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waiting list for routine surgery to my leg for a considerable time.
Although I knew that my surgery was routine I still approached my stay in 
hospital with an overwhelming sense of dread. Although I was able to 
rationalise my fears there was no getting away from the fact that I would 
have run as far away as possible if I could have lived with the 
embarrassment of doing so. I was only going in for day surgery after all! I 
had received a letter telling me to arrive at the day surgery unit at 8am 
having fasted from the evening before in order to go down to surgery that 
morning. It had been explained to me that my surgery would take place 
early in order for me to recover over the day and that if there were no 
complications I would be able to leave hospital that evening and continue 
my recovery in the comfort of my own home.
When I arrived on the ward I was asked by the ward clerk to unpack my 
overnight things and wait for a nurse to ‘clerk’ me. That was my first 
problem, I had not been informed that I was staying overnight and had 
only brought with me things for the day. I had also only made 
arrangements with my family for a day visit and Shaun was expecting to 
be able to take me home later on in the evening. Although my operation 
was scheduled for 9am and as a consequence was instructed to starve 
myself from the evening before, I actually went to theatre late in the 
afternoon so I had plenty of time to observe the ward activity. I 
am very familiar with that day-to-day activity of a busy ward and consider 
myself to be fairly articulate and confident but it was beyond my 
capability to get simple information from any of the ward nursing staff. 
They seemed to be incredibly busy but very little of this activity seemed to 
include patient care. I was surprised to see basic patient care appearing to 
come very low on their priorities. There seemed to be a reluctance to 
respond to patient’s requests. An elderly lady called for a long time for 
help to the toilet and even when she did get the attention she required there 
was an uncaring attitude from the nurse who then left her sitting on a
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commode for longer than she found comfortable and she became more and 
more distressed as her attempts to gain the attention of one of the nurses 
failed. Eventually I managed to catch the attention o f a student nurse who 
was quite put out at my insistence that she should attend to the patient.
I was also concerned that the other patient sharing my small ward had 
been given devastating news and was then left alone without care or 
support from the nursing staff. It was left to me to give this patient the 
help and advice that was essential to her well being before surgery. On a 
positive note I was very surprised by a visit from my surgeon to apologise 
for the delay in getting me to theatre. This was due to several emergencies 
and also the fact that the hospital was working at 96% capacity, which he 
said, was impossible to sustain. Having been given an explanation for my 
delay and an idea of how long I was going to have to wait I was certainly 
more relaxed.
The following day I was discharged from the ward into what they called 
the discharge lounge. This was a new idea the hospital was trying out to 
solve the problem of patients having to wait on the ward for medication 
from the pharmacy to take home with them. This delay usually means that 
patients who could be on their way home are tying up beds that new 
patients coming into hospital could use. I was given some information 
before going down to the discharge lounge, but not the information I 
wanted. I asked what medication I was waiting for but no one was able to 
tell me. I also needed to know if the stitches in my leg were dissolvable or 
would have to be removed, but no one could actually tell me. I waited in 
the discharge lounge for 5 hours until my medication arrived only to 
discover that I had waited all this time for a packet of paracetamol!
Having had time to reflect on my experience as an inpatient in an NHS 
hospital I would describe my experience as mixed. The quality o f the
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clinical procedure was high and the staff were obviously competent.
There was however a lack of basic care and privacy for the patients on the 
ward. There also appeared to be no one with overall responsibility or with 
an over view of what was happening on the ward. I talked at length with 
other patients who were also waiting in the discharge lounge and their 
experience was similar to my own. My analysis of this is that we, society, 
do not reward this kind of care financially and in order to gain reward and 
recognition nursing has had to push itself further up the professional 
ladder. There is nothing wrong with developing a higher professional 
status, but it would appear that this has been at the expense of basic 
nursing care. It is this basic nursing care that we crave when we are ill, 
the value of some one to hold your hand, to spend time supporting you and 
helping you through this kind of crisis is not reflected financially. The 
people who volunteered their opinions on film also supported this view.
When interviewing people as part of this research we asked them to give 
us their opinion as to what a nurse was and what a nurse does. People 
were encouraged to tell us whether there was any difference between what 
they perceived a nurse’s role to be currently and how they would like to 
see it change.
From this research the video and interview data was analysed and 
emergent themes were identified. The main theme from the research was 
‘Identity’. This theme of identity formed the basis of the devising process. 
We continued to meet with the planning team on a regular basis keeping 
them informed as to the progress and findings of the research. They were 
happy for us to devise the theatre based on the research findings and we 
prepared a document outlining the first stage of the devising process. 
(Devising document is attached as Appendix 9.)
After the completion of the devising paper which we went over in great 
detail with the conference planning team, we were able to start the process
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of devising the characters and their stories. This is the most creative part 
of the process but it can also be the most difficult and challenging. As you 
begin to develop the characters and to tell and understand their stories it is 
very easy to become very attached to what you have created. It is all too 
easy at this point to become very possessive about your own creative 
process and this can become, if you are not careful, a very self-indulgent 
process. This is where it is important to be able to understand the stories 
you have been told by people understand and identify what is important to 
them about their narrative and then to recodify this into a new story, that 
very often combines several issues, in a new way that is both pedagogical 
and believable. The way Shaun and I work together at this point is 
crucial; we have been able to develop a way o f working that allows us to 
take and to give criticism. This is very important in the devising process 
because not only do I as an actor have to know what it is I intend to 
communicate but I also have to be sure that I communicate it in a way that 
the audience is able to receive the information, it also has to be believable. 
In order to do this I have to draw on my own emotions and feelings and 
this can also sometimes be a very painful process. It is at times like this in 
the devising and rehearsal process that Shaun and I have taken to working 
in the outside. We are very fortunate in that we live in the middle of the 
most beautiful Wiltshire countryside. When work is demanding and 
challenging and we need to find something to stimulate us creatively we 
take ourselves outside and we walk. Connecting in this way to the 
elements and to nature seems to enable the creative process in some deep 
way. Connecting in this way to the outdoor world of nature has also 
helped me enormously in the writing of this thesis as in some way this re­
connecting with the beauty and also the cruelty o f nature re-connects me 
with my own creativity and enables me to live more fully my embodied 
value of living life creatively. Many of the stories that we heard as part of 
this research process were very painful and I needed to take and was able 
to take more time to reflect and to walk throughout the devising process
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for this particular piece of theatre. I believe that this enabled me to deal 
with the challenges of maintaining my ability to be creative whilst 
sometimes being affected by the content of the research. It also enabled 
me to deal with the enormous pressure involved in creating a piece of 
theatre like this to a very tight deadline for what may be a cynical 
audience.
I also felt that the research findings were very important to share with the 
conference delegates in some other format. This was important in order to 
be able to share the data that had contributed to the development of the 
characters and their stories. We edited the videoed interviews and 
downloaded them onto a video that could be played in a continuous loop 
alongside the conference poster presentations. Delegates were able to 
watch the videoed interviews in an informal manner at various times 
throughout the day.
Our final role in the day was to host a chat show at the end of the day 
instead of the usual kind of summing up. We had a variety of guests on 
the sofa all very senior people from the nursing profession in Wales and 
also Rosemary, who had organised the conference. Shaun was the chat 
show presenter and I was there as any one of the characters from the 
theatre that they wanted to question and also as the researcher able to 
comment and answer any questions that related to the research process 
itself.
I believe the level o f debate during the chat show did the following:- 
It enabled the delegates to talk about whether the theme of identity had 
really rung true for them. They discussed how they had found a way of 
seeing how the changing identity of the characters in the piece o f theatre 
met with their own perceptions of today’s modem nurse. They also talked 
about how they were particularly moved by the comment from one of our
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interviewees. This gentleman was selling copies of the big issue in the 
centre of Bath but he was originally from Manchester and he had made the 
following comment.
“The problem is....the way I  see the problem is that You see when
you go into hospital', you ’re not at your best are you? Or you wouldn’t 
be there would you? You can be very worried and anxious, frightened 
even. What you want there then is someone to sit down beside you and 
to hold your hand and to give you some time and to reassure you. But 
you see, we, us in this society we don’t value those kind o f  skills do we? 
Do you know what I ’m saying? So i f  we don’t value them we won’t pay 
fo r  them, do you see? So nurses can ’t get a decent wage fo r doing those 
things because we don’t value them. So they have to become pen 
pushers and managers and they have to get degrees and then they get 
paid more, but when you go into hospital they’re all too busy doing other 
things, they can’t talk to you or hold your hand or any o f  that stuff, 
they ’re all busy doing things on computers. Well that’s not what they 
went in to nursing fo r  is it? They don’t want to be doing those things, 
but it’s our fault in society, we’ve just got our values the wrong way 
round haven’t we?
The nurses in the audience expressed the same concerns that they had seen 
expressed by the characters in the theatre and many of those recorded on 
video. They talked about how they were very proud of their achievements 
over the years as they had become a respected profession. They also said 
that they were concerned that the core values of nursing were perhaps 
being overlooked in the desire to achieve 100% graduate entry. Rosemary 
suggested that they should take time out at this moment. She extended an 
invitation to any nurse present, at whatever level of seniority to meet with 
her at a date in the near future where they could look critically at the 
future role of the professional nurse. I believe that this demonstrates how
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without the research into attitudes to the role of the modem nurse and the 
communicating of this research into a piece of educational theatre the 
outcome of the conference would have been different and an opportunity 
would have been lost.
I had also achieved what I had set out to achieve. The day had been 
incredibly demanding of me both as a researcher and as a performer. I had 
been very anxious at the start o f the day wondering if I could sustain the 
characters throughout this very demanding piece of theatre. I was greatly 
reassured that the feedback from the delegates showed that they had not 
only found the performance realistic and engaging but that the content 
reflected their own concerns and raised issues in a way that enabled them 
to reflect on them and discuss them in an open and honest way. For me 
this was another huge leap forward both in my own confidence in my 
embodied knowledge but also in the response from both the organisers of 
the conference and the delegates.
cS In DVD chapter 3 “I am because we are” I have interwoven clips from 
the interviews with clips from the characters in the game show. In this 
context I feel I am able to demonstrate the importance I place on working 
in an inclusional and responsive way. I am doing this by including the 
voices of those contributing to the research and also by the construction of 
a theatre form that allows the audience to participate in the theatre itself.
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The initial response from the audience to the character June was laughter 
as they recognised her from their own experience. The laughter o f  
recognition is very important as it allows me as an actor playing the 
character to engage with them and fully express my empathy with the 
character I am portraying. June’s voice represents the voice o f  many 
nurses who expressed their frustration at not being able to do what they 
felt intuitively they wanted to do. They expressed their frustration at 
being locked into a system that only seemed to value outcome in the form 
o f  waiting times, delays, waiting lists, discharges. People we talked to 
about their experience as patients talked about the need to be cared for 
while in hospital. They needed to be supported and their expectation was 
that that was the nurse’s role, but their experience was that the nurses were 
usually too busy to tend to their needs. What this event was able to do 
was to create an environment where, stimulated by the characters and the 
research, nurses could engage in a relationship where the issues that were 
raised could be discussed and challenged.
I believe that in this context my practice has been both inclusional in the 
sense that I have been aware o f  and embraced the boundaries that prevent 
us from being inclusional. I have also been responsive in a pedagogical 
sense in that I have found a creative process that allows me to develop 
empathic relationships with the people I am working with in a research
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context. I can then give voice to their experience in a way that engages the 
audience / participants in a dialectical process where we all seek to live 
our embodied values fully in our co-practice. I believe that my practice is 
driven by my ontological commitment to a passion for compassion and 
that this is being clarifying comm 11riicatingritsumeaning throughout this 
piece of theatre.
The complete script for this piece of theatre is attached as Appendix 10.
Summer school for clinical leaders Brighton July 2002 & York 2002
The request for a contribution to the modernisation agency summer school 
had been made earlier in the year giving me plenty of time to think about 
the content. The summer schools were organised by Kate Harmond who 
was then the clinical director of the N.H. S. Modernisation Agency. The 
summer schools were organised to develop the leadership qualities of 
NHS. leaders and were open to any of the professional groups. Kate was 
determined that these summer schools would really extend the leadership 
skills of those attending. Kate is also a great believer in enjoying difficult 
challenges and creating an environment where people are stimulated but 
also reminds them that they have a responsibility to engage in the process 
-  “There is no time or space at these events fo r  arm folders. ” (TCate 
Harmond, clinical director modernisation agency, summer-school, 
Brighton 2002).
What Kate had asked us to prepare was a half-day session to be 
undertaken at the beginning of this three day event and would include all 
of the delegates and set the scene for the whole event. Setting the scene 
meant putting into context their role as leaders within a modernised NHS 
and understanding the current climate within which they were employed.
I decided to use this as an opportunity to develop my skills further and to
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combine the roles of facilitator and actor in a way that I had not had the 
opportunity or the courage to do before. I wasn’t sure whether the 
delegates would accept me in the dual role, Very much in the way in which 
Augusto Boal uses forum theatre, I wanted to be able to step in and out of 
role and also to allow the audience to comment and/or contribute to the 
drama. I wanted them to be able to use my skills in a much more 
improvisatory way than I had before. They were also a very large group, 
much larger than the number we were used to working with and I wasn’t 
sure how well we would be able to engage them. I was concerned that we 
may only engage them at a very superficial level. The playing o f the 
games would also be an issue, how on earth could we work with over 100 
individuals it was going to be absolutely chaotic.
The session was held in the ballroom, which was a very large and 
impersonal space. We had asked for the room to be set out with the tables 
and chairs around the outside of the room in a cabaret style. This had the 
immediate result of unnerving the participants as they were wondering 
what we were planning to do in the large empty space that this had created 
in the middle of the room. To overcome this initial anxiety we planned a 
whole group, high energy exercise, we began with what we call the 
clapping game. We had never played this with so many people but despite 
this it still had the same impact. I ask people to make two straight lines 
facing each other down the middle of the room. With so many people the 
straight lines were more of a huddle than a line. The process of self 
organisation begins at this point as people try to make sense of what they 
are doing. The two groups immediately have separate identities and very 
quickly establish a team dynamic. The first group clap out a very simple 
and recognisable rhythm and the second group clap out the same rhythm 
but with one extra beat added on to the end. Eventually both groups end 
up at the point where they start, as one group goes back one step each 
time. This exercise is not only invaluable as a warm up exercise and ice­
277
breaker but has many other uses. The teams immediately become 
competitive with the team with the easier task always feeling like the 
winners and the other team feeling at a great disadvantage. It is very 
unusual for them to successfully complete the challenge on the first go. 
What happens then is a very useful introduction into self organisation, 
leadership and different leadership styles. Usually one or more leaders 
will emerge as the teams begin to self organise and develop relationships 
with each other within their team. They very quickly see who is good at 
doing the task and these individuals are usually encouraged to lead. They 
also begin to make the connections between the way they are playing the 
game and the way they behave in a changing environment. It illustrates, 
in practice, the way in which uncertainty changes people’s behaviour, how 
very easy it is to become repetitive and how we instinctively want to cling 
on to what is familiar -  even when we know we are stopping the process 
of transformation and improvement. The use o f humour in this exercise is 
also crucial allowing people to laugh at their own mistakes. In this 
particular workshop one very senior leader was able to laugh at his 
absolute commitment to bashing out and sticking to his version of the 
rhythm even though he knew it was completely wrong. “I  just couldn 7 
help myself - 1 knew I  was doing it wrong but I  thought i f  I  look as i f  I  
know what I  am doing and do it with enthusiasm then perhaps no-one 
else will n o t i c e (Taken from my reflective journal.)
The debriefing of this exercise took us into a level of debate with this 
group of participants that in my experience had taken much longer to 
achieve when I have used more traditional methods of facilitation. It also 
allowed us to move quickly into a conversation about life in organisations. 
It was important for us to encourage the participants to begin to reflect on 
the kind of organisation and system they were working within if  they were 
to develop an appropriate leadership style. This section is very much 
geared towards exploring organisational theory but I wanted them to
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consider the effect on the person within the system, be that a healthcare 
professional or a patient, how that person relates to others particularly 
across boundaries both professional and organisational.
In the last exercise of the session they were asked to work with the other 
people at their table. The task they were given was to talk to each other 
about their work place and to each come up with an example of something 
they disliked about the system they worked within and we then shared 
those examples with each other. I then introduced them to June the 
character I had devised for the nursing identity project and June told her 
story. The participants then had the opportunity to talk to June, to ask her 
questions and to suggest to her ways in which she may be able to change 
the environment she worked in. The participants found June’s story both 
very powerful and moving and many of the nurses in the room were able 
to identify with her and with the issues she was dealing with. I then asked 
them to repeat the first part of the exercise and to talk to each other about 
their place of work and to put together a second list identifying issues they 
were having to deal with and we then shared this list. The difference 
between the two lists was remarkable. What was remarkable was the way 
in which June had moved them to talk more honestly and openly about 
what issues really did affect them, what their fears and insecurities were 
and what really needed to happen in order to improve them. The first list 
on the other hand was much more superficial and jargon based but very 
much in line with what is usually produced at facilitated sessions like this. 
The second list talked more about relationships and the impact on the 
person. One senior leader made the comment:
“You really could use these two lists to demonstrate what is expected 
from  us and what really matters to u s -  itfs a classic, ” (Taken from my 
reflective journal.)
279
What was important for me in this workshop was that I could work with a 
large group of people in the same kind of depth as I was able to achieve 
with a much smaller group. Also that the group would accept me moving 
from a facilitatory role to actor without confusion. This also meant I was 
now able to draw on a variety of characters developed from research as 
and when appropriate in a much more improvisatory way. Working in this 
improvisatory way enables me to be much more flexible and respond “in 
the moment” to the needs of the participants. It also encourages them to 
engage more fully in the later exercises of the workshop where they use 
improvisation and re-enactment. They see me take a “risk” by becoming a 
different character. They also see me prepare, as an actor, in order to 
believably represent someone else and someone else’s story. The effect of 
this is one of demystification and shows theatre for what it is and how 
useful it can be and that it is not an elitist art form but one that they can 
access and use in their own work. I was also beginning to find that being 
able to improvise in this way, to dip in and out of the role o f facilitator and 
draw on one of the narratives of a host of characters that we had devised 
from research, was allowing me to live my embodied values more fully in 
my practice. I am able to clarify my values by showing, through the 
words of other characters, the impact on an individual when their values 
have been violated in their practice.
The Launch of the National Service Framework for Older People
I have reached a point in my development as facilitator where I am now 
able to use theatre-in-education as a tool for disseminating research as 
well as using methodologies drawn from the theatre with healthcare teams. 
So far the theatre had been used with no more than 100 delegates but this 
was an opportunity to work with at least 300 delegates at the launch of the 
National Service Framework for Older People.
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National Service Frameworks had been introduced by the current Labour 
government as part of its commitment to improve the quality of health 
care. The purpose of the National Service Frameworks was to put into a 
plan for service delivery the available appraised evidence for particular 
parts of the service. National Service Frameworks had already been 
produced for cancer, coronary heart disease, stroke and mental health.
The National Service Framework for Older People also had a small 
section on dementia so it was particularly relevant to the work I had been 
engaged in. Shaun and I were approached by Kate Harmond and Nicki 
McNaney who were leading the development o f services for older people 
and invited us to join the planning group for the event and to be main 
contributors. The day was also an opportunity for individuals involved in 
service delivery for older people to come together and to begin to network 
at both a regional and national level.
Shaun and I were asked by the planning team to develop a half day 
programme to start the conference off. They also wanted us to round the 
conference up with a chat show and to offer a breakfast session on the 
second day where delegates could explore further the use of creativity. I 
was also leading a dementia workshop on the afternoon of the second day. 
It was agreed that our first session should both stimulate and challenge the 
audience and would also have an element of participation. It was also 
made clear to us that this part of the day would be attended by politicians 
and that the ‘Elderly Tsar’ would be participating in the session. There 
was a sense that they wanted us to be stimulating but not too controversial. 
The piece of theatre ‘I am because we are’ that we had researched and 
devised for the Welsh Assembly had taught me that audiences of this 
nature were happy for the content to be controversial if they were 
confident that the theatre had been developed from research and it was 
important for me that the research evidence should be available to the 
audience if they wished to have access to it. With this in mind I
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approached the project as I would any piece of action research. The 
purpose of the action research was two-fold in that I would not only be 
seeking ways to improve my practice as an actor/facilitator but as a 
consequence would be driving forward the process of improvement for the 
care o f older people.
Together Shaun and I prepared a brief for the other members of the 
steering group.
The initial brief was agreed by the steering group and we were then asked 
to prepare and submit an interim progress report, (attached as Appendix 
1 1 .)
The Devising Process
The video footage and the stories we had gathered from the research w ere
their
very powerful and we didn’t want to lose the potential of '*» impact on the 
audience. It was also important that the very bold and sometimes very 
brave statements that some of the healthcare professionals we had 
interviewed had made were also captured for the delegates. We decided to 
edit the video using the themes identified by the research and to then 
underpin this evidence with the use of a real person who was experiencing 
these issues.
Identified Themes from the data collected
Getting Old and Positive Attitude 







Systems Failure and Whole Systems Design 
Perception of Health and Social services care.
As we entered into the devising process we both immersed ourselves fully 
in the research, in the form of narrative that we had gathered. Once again 
this became an all consuming activity and we were often very moved by 
the stories that individuals shared with us. The older people especially 
moved us with some of their stories. On the whole they were incredibly 
uncomplaining and yet when you listened to their stories some of them 
had suffered tremendously from an ageist society. The younger people we 
talked to were generally much more willing to confront issues like ageism 
and also seemed to have much higher expectations from society in general. 
The theatre slowly began to take shape; we were incredibly busy at this 
time and were having to take any opportunity to test out ideas, scenarios 
and improvisation. I can remember on one occasion causing havoc in a 
hotel lobby in Bucharest because I had had an idea and needed to try it out 
before it was lost in the activity of the day. We were both excited by both 
the form and the content o f what we were creating. We were asked to 
present what we had devised to the conference planning team before they 
finalised the go ahead for the performance.
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Presentation to conference planning team -  am I being censored?
‘ Judgement Day’
Modernising Older People’s Services 
5m & 6m November 2002
Judgement Day is a piece o f  theatre that has been specially 
commissioned fo r the NSF Conference fo r  Older People. Judgement day 
is a fictitious story, based on the evidence from  extensive research with a 
broad range o f  service users, and some service providers o f  the NHS and 
the community as a whole. Much o f  this evidence has been condensed 
into an interactive Theatre piece in order to celebrate goodpractice, 
raise some o f  the issues fo r  you and ‘set the scene9 at the conference. 
Judgement Day centres on the unfortunate ‘death9 o f  Joan Simkins who 
at the age o f  73 has committed suicide. We meet Joan as she first enters 
the ‘after-life9 where she is asked to explain to ‘the advocate9 why she 
has decided to end her life and the course o f  events that has led her to 
take this action. She cannot progress in the ‘after-life9 until a 
satisfactory explanation is given.
As Joan recounts her last few  years we see a feisty and articulate 
character that is exceptionally lonely, frightened and disillusioned with 
the society in which she lives. Joan however refuses to be a ‘victim 7  She 
offers commentary on her experiences and provides evidence to support 
her case. ‘The Advocate9, offers counter argument and commentary 
while at the same time asks the audience to consider all the pertinent 
points.
A Judgement is made -  Joan 9s next step will be in their hands!
We were asked to present the draft script to an invited audience made up 
of conference planners and individuals who were providing services for
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older people, both from health and social care. The performance went 
very well considering that I had only finished writing it the night before 
and it was the first time that Shaun and I had run the whole thing together 
with the video inserts and Shaun’s commentary. We were also very 
pleased with the theatre and its potential and were somewhat taken aback 
by the strength of feeling from the audience. They were concerned about 
two specific issues the first was the title “Judgement Day”, they felt it had 
religious connotations and was therefore politically incorrect. I had never 
really seen it that way before and my intentions had never been to have 
any religious undertones. As far as I was concerned judgement day 
referred to the fact that it was set in a court room and the delegates were 
able to decide on the future of the character. They could decide to let her 
live and therefore redesign the services she had been using so that her 
outcome was different or they could agree that there was nothing that they 
could do and as a consequence she would die. After lengthy and heated 
debate the team insisted that we change the title from “judgement day” to 
“decision day.”
Their second concern was that the character had committed suicide and 
they felt that as this was an official launch of the NSF they should not start 
the conference off with one of their service users committing suicide. 
Shaun and I had also had lengthy debate about this issue but finally agreed 
that the decision to have her take her own life was justified. The character 
that I had developed for the theatre was very feisty and articulate. I had 
made the decision not to develop a character who would be perceived as a 
victim from the start but to have an individual who knew what she wanted 
and her final decision to end her life was for her an expression of that 
freedom. There was also the potential by having this person in an ‘out of 
body’ or ‘near death’ experience that I would be able to play her more 
believably rather than having to rely on me trying to play a person who 
was much older than myself. The team, with only two exceptions, were
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unanimous in their agreement that the suicide had to go. It was interesting 
that the two people who disagreed were not service providers, one of them 
was PA to Kate Harmond and the other was from the conference office. 
They both argued that removing the suicide from the theatre would take 
away the dramatic impact of the theatre and therefore lessening its 
potential as a tool for change. I was very much in agreement with this 
latter opinion but unfortunately we were overruled.
I was devastated by this outcome and also very angry at the power that the 
group had displayed. Shaun was as always very pragmatic and pointed 
out that they were our customers and we had to try to create something 
that would satisfy both their fears and our research. We had only one 
week to now turn this around and were asked to return the following week 
with a new script that included all their requested changes. For me the 
week was frantic and I was finding myself in a constant contradiction of 
what I wanted to communicate and in what way and what would be 
acceptable and as a consequence, I felt, diluted. I did however manage to 
create a new character who told another story, a different story, but one 
which I hoped would have as much impact on the audience. It was with 
great anxiety following a sleepless night that we turned up for our 
“judgement day”. Thankfully this time they were happy with the whole 
piece and only required clarification with some technical details.
The piece of theatre and the character Joan who tells her story in the 
theatre piece were devised from the extensive research undertaken for this 
project. Many different individuals had contributed to the research and 
had told their stories to us in a very open and honest way. Some of the 
participants in the research, older people, healthcare professionals and 
members of the general public had also agreed to tell their stories on film 
and had given permission for us their interviews on film as well as to 
contributing to the creation of the story. What I was now beginning to 
consider was how I could make this process, that o f undertaking research,
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analysing the research, devising the theatre, cGi&d become a more explicit 
part of the re-design process. I had been dissatisfied by the approach to 
the modernisation of health care services nationally. This approach was 
very much a process of rolling out training in tools and techniques 
developed for process improvement but had paid little or no attention to 
the context within which it was being delivered. What we were 
considering for the first time was the possibility of using the theatre and 
the video together within an explicit framework of improving services. In 
this way the delegates at the conference would have access to the research 
evidence, would have seen how this impacts on a human being living this 
experience and then have the opportunity to focus on their own services 
and ask themselves the question, “How can I improve my practice.”
A full and final script which includes the activity delegates were asked to 
participate in is attached as Appendix 11.
Outcome of decision Day1
The original purpose of this piece of research and the use of theatre was to 
begin the process o f service improvement for older people. The rationale 
for the use of theatre was to communicate the research findings in a way 
that would place the service user at the centre o f the redesign process. The 
impact of the theatre was enormous and delegates left the session with the 
beginnings of an outline of redesign for their particular service. This work 
is continuing across the country as services are engaged in implementing 
the National Service Framework for Older People. This process of 
improvement will be ongoing for many years and it is difficult to measure 
the impact of the theatre over such a lengthy period. I am however 
satisfied that using theatre in this way encouraged the participants to 
reconsider the services they provide in a much more patient focussed way. 
It was also evident that the theatre had enabled the delegates to take a 
creative leap in the kind of solutions to issues within their own services.
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Dr Ian Philp, the elderly Tsar in his summing up of the day also made this 
point: “I  was amazed at the creativity displayed by the people on my 
table following the theatre piece as they engaged in a process ofproblem  
solving. I  was also amazed at how this was seemed to happen much 
quicker than I  have experienced before .’’(Taken from my reflective 
journal.)
This event also made a significant input into the recognition of the use of 
theatre and creativity as an accepted educational tool within areas such as 
the National Health Service. More importantly for me it was recognition 
of the importance of engaging people in an inclusional process of 
transformation rather than imposing an improvement process.
DVD Chapter 4: “Decision Day” (length o f chapter 33 mins. 45
secs.)
This chapter opens with me and Shaun walking in the beautiful 
countryside that surrounds our home. We are talking about the difference 
between this piece of work and the previous chapter “I am because we 
are”. My concern here is whether with such a large audience we can still 
include an element of participation in the theatre. We eventually agree 
that despite the difficulty we want to ensure that the audience is able to 
participate. This clip shows how important to me are my embodied values 
of inclusionality and responsive practice. Showing how I respond to the 
people telling me their stories by the creation of the character Joan I 
believe I am communicating love and respect for self and for others and I 
am clarifying the meaning of living the value of a passion for compassion 
in my practice. I do this by trying to enter into a relationship with the 
participants of the research that is based on trust, love and empathy and a 
desire to communicate their voices, voices which are so often stifled 
within society as a whole by our negative response to the elderly.
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In the first clip of Joan I have tried to communicate her understanding of 
her own ageing body and her determination to make the best of her 
situation. I was so often humbled by the elderly participants of the 
research by their determination to continue very often despite their 
relationship with healthcare providers rather than as it should be, being 
supported by them.
In the second clip of Joan I have tried to communicate through her voice 
how vulnerable older people can often be and again how very often the 
systems we put in place to help can often fail them. Comments from the 
older participants like “I mustn’t grumble” and “There’s nothing down for 
you -  nothing -  is there?” reinforce these facts. When interviewing the 
older participants they would very often open the conversation with 
support for the health service, however as their stories unfolded there were 
many occasions when they had actually been treated poorly. They talk 
about the pain they suffer in a way that communicated that they expected 
to have to put up with a certain amount of pain. The GP in this clip also 
reinforces this fact that very often healthcare providers expect older people 
to put up with more discomfort just because they are old. I found this 
difficult to accept and believe that this is because it violates my embodied 
value of love and respect for self and for others. It also, I believe, 
reinforces my ontological commitment to having a passion for 
compassion. In clip three I have tried to communicate this through Joan 
by her desire to return home but also to have the support she needs in 
order to live her life in the place she wants to be rather than to have to give 
up her independence and live in a nursing home.
Having the opportunity to be involved in a project such as ‘Decision Day’ 
has had a significant impact on my learning and development as a 
facilitator of healthcare improvement by enabling me to continue to 
develop a methodology that synthesises my engagement and growing 
understanding of complexity theory with my embodied knowledge and
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experience as a devising actor. Undertaking this within a framework of 
action research has enabled me to reflect and focus on my learning, my 
embodied values and how they underpin and influence my practice. This 
has helped me to understand my practice and to encourage me to ask 
myself how I can improve my practice. By doing this I have been able to 
demonstrate to a wide audience how this synthesis of complexity and 
creativity can be a useful and productive way of improving healthcare 
services.
Electronic Booking
In the NHS Plan a commitment was made to introduce explicit patient 
choice across the NHS. It promised that by 2005 all patients and their GPs 
will be able to book appointments at both a time and a place that is 
convenient to the patient. In many cases it was hoped that this booking of 
patients would be able to be undertaken electronically. This work has 
been very successful and a conference was organised to celebrate this 
success. I was approached by the electronic booking team, following the 
success of the Older Peoples conference, with a request to produce a piece 
of theatre for this event.
Dear Marion
> I  have been passed on your contact details, we are due to be 
running a National launch o f  electronic bookings fo r the NHS on 21st 
November. I  am aware you have worked with the MA before and would 
like to explore some options fo r your involvement. This may be around 
facilitation o f  the day or developing some theatre style sessions to get the 
messages across.
It is due to be a high profile event with John Hutton as the key note 
speaker. Would be very grateful i f  you could contact me. It may be best if  
that was in the form  o f  telephone conversation my mobile number is......
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I  look forward to hearing from you.
I  know this is rather short notice so would be grateful to speak 
as soon as possible.
Kind Regards 
Debbie El-Sayed 
National Programme Manager 
Electronic Booking Programme
My response
As can be seen by the paper that accompanied this email (Appendix 12) 
asking for my contribution this was a very high profile event. What was 
most significant for me was that this invitation came as a result of a 
recognition of the important part theatre for development can play within 
the overall NHS modernisation agenda. My contribution was now being 
requested at both a strategic and policy level giving me an opportunity to 
influence both strategy and policy.
This was a different task to that of the older peoples’ conference and what 
they seemed to want was more of a celebration of their achievements. We 
responded to their request with a draft structure in order to fully include 
them in the process. (See Appendix 12).
E mail Responses to our draft structure
Debbie,
Option 2 seems to fully justify our decision to ask the Naidoos - 
creativity is their business and its really good.
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/  agree that trying to get something on secondary care - perhaps a 
consultant having to deal with the letter from  the young fogey, so he can 
comment on the good and bad o f  the 2 processes - but I  lack the 
originality to see how this becomes as humorous as the other scenes - 
perhaps on the go lf course? 2 consultants arguing? I f  the patient 
experience is sufficiently shown in the 2 GP scenes the 2 patients in the 
waiting room could be deleted - or could it becomes a recurring parallel 
scene (Pete & Dud spring to mind here) to frame the 3 main scenes. 




I  like this, but would just have to be careful that the *arrogant' doctor 
isn rt too much o f  a caricature. Does he have to be arrogant? Could he 
just be someone who doesn't like using modern technology, as I  think 
this may be the issue for some people.
Also, in this scenario they are all men. Need more women - perhaps a 
woman for the young doctor who doesn rt like modern technology, and 
maybe three people, a married couple and a single man, discussing their 
appointments in the old boy scenario.
Hope this is helpful.
Sue
The comments from the conference team were incredibly helpful not only 
because of what they were saying but also in terms of who it was that was 
saying it. The E booking programme had initially met with some 
resistance from the medical staff and it was important to be able to gauge 
how they would respond to the humour. We were able to use these 
comments and suggestions to improve the final theatre piece. The slot we
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were given was also problematic in that we had hoped to introduce the 
theatre throughout the day but were given the first session of the day only.
There was also the issue of the actors, the work we had undertaken to date 
had involved myself and Shaun working very closely together but with me 
taking on all of the acting and improvisation. As this piece of theatre 
involved a number of different characters who were interacting I was 
going to have to have another 2 actors working with me. I began the 
process of contacting Theatre-in-education companies to find another two 
actors who had experience of devising. This became an enormous task 
and it soon became apparent how difficult it was going to be to find 
someone with the right skills. An old friend who was a student of Rose 
Bruford College at the same time as myself and Shaun is now Director of 
one of the few remaining TIE companies. He was very helpful and put us 
in touch with another old Bruford student who now spends most of his 
time writing but Ian thought he may be persuaded to return to acting for 
this project. David was our only success and Shaun reluctantly agreed to 
be the third actor. I was a little anxious about the devising/writing process 
as it was quite a long time since I had worked with a larger group. My 
fears were soon put behind me as the devising process began. We found 
that we could work very well together and soon began to try out ideas on 
the floor. The first 2 scenes were relatively easy as they involved only 2 
actors the third team member was able to comment on the scene as it 
evolved enabling us to ensure that we were communicating what we 
intended. The third scenario was little more difficult as it involved all 
three of us in the action.
We were asked to perform the whole piece the night before the conference 
to the conference team so that they could vet it before it went out. I was a 
little concerned that the night before would leave us very little time to
293
make any changes if the were not happy and memories o f 4 Judgement day’ 
came flooding back. To try to ensure this did not happen on this occasion 
I made sure that the team had access to the script as it was produced.
They were very happy with the piece and there were very few 
amendments to be made over night.
Response to the theatre
The feedback from the conference team and from the delegates was very 
positive and as a consequence the team decided to reproduce the day. This 
was organised for later on in the same week at another venue. Although 
the feedback given indicated that it was well received by both the team 
and the conference delegates I felt a little disappointed that what we had 
produced although informative was a little more superficial than I would 
have liked it to be. This event had been organised as a celebration of what 
the E booking team had achieved. On reflection I felt that although the 
team had asked for a specific piece of theatre and had to a certain extent 
defined the content, they had also made it clear that they wanted it to be 
entertaining. Looking back at my correspondence throughout the devising 
process I had identified that caricature and cartoon like characters would 
be the best vehicle within which to communicate the amount of 
information that they wanted us to communicate. The theatre we devised 
was technically up to the job so I was unsure as to where my sense of 
disappointment was coming from. Further reflection and questioning of 
the process enabled me to understand that my frustration was very much 
centred around the fact that I was unable to engage with the audience other 
than through the medium of theatre itself. In this instance there had been 
and would never be an opportunity to engage in conversation with the 
audience about how they would use the stimulus of the theatre to inform 
their practice. I had to accept that on this occasion that was not part of the 
process. I was able to identify that I needed this to be part o f the process
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and that in this case the need was very much mine and not necessarily the 
need of the audience. I believe that this sense of dissatisfaction relates 
directly to my values of inclusional and responsive practice and that in this 
case I was unable to include the participants in the process as much as I 
wanted to. This left me with a sense of failure despite the knowledge that 
the event itself was perceived to be very successful and we had indeed 
fulfilled our brief. Again I have been able to include this further 
understanding of my knowledge as a practitioner and what my practice 
involves to continue to ask myself how I can improve my practice.
Tripoli Medical Centre -  Tripoli -  Libya
The devising of the E booking programme was further complicated by my 
four week visit to the Tripoli Medical Centre. I was approached by Jackie 
Ardley from the National Institute for Mental Health in England (NIMHE) 
as she thought I may be available to go on her behalf. She had been 
approached by a Company who provide support and development to 
overseas hospitals who want to improve their services. They had 
approached Jackie as they wanted a senior nurse to accompany their core 
team. They needed someone who could very quickly develop relationships 
with the people working in the hospital in order to fully understand their 
needs. My initial reaction was to say no thank you, I am not interested.
On reflection this initial response was borne purely out of ignorance and 
fear. This fear was very firmly rooted in my knowledge of Tripoli and 
Libya, knowledge I had to acknowledge came from the media. I agreed 
with Jackie that I would at least meet up with the organisers before 
declining their invitation.
The following is an extract from my journal.
“Why am I so  anxious about taking up this offer? Primarily la m  
concerned about whether I  am up to the job. They want someone to
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review the operational side o f  the hospital paying particular attention to 
nursing practice. I  would then be required to write a development 
strategy identifying improvements to be made and put together an 
education and development plan outlining how this would be achieved. 
We will be in Tripoli fo r a four week period with a further two weeks on 
our return to finalise the report. This is an enormous task and I  would 
find  it difficult to achieve here in the UK within a health sector I  was 
familiar with and a culture I  was part of. My second concern is about 
spending time in Libya. I  know very little about the country but at a gut 
level I  feel anxious. There is also the beating o f  war drums from  the 
Bush administration and perhaps at this moment in time where I  need to 
be is at home with my husband and children. ”
I agreed to meet with Simon and Mike, who were organising the work and 
they reassured me about my safety in Tripoli and I was persuaded to go. 
They had been invited by Colonel Gadaffi to undertake a review o f Tripoli 
Medical Centre which was their flag ship hospital, but it wasn’t working 
as well as they had expected and local confidence was very low. This 
resulted in a large part of their health budget being spent on sending 
people for treatment to places like Malta and Tunisia and they wanted to 
try to improve the hospital and so reduce the amount of spending on 
overseas health provision.
Mike and myself stayed in Tripoli for the duration of the project, Simon 
was with us for the first 2 weeks and Dr Duncan Empy joined us for the 
last few days and to help myself and Mike with the final presentation to 
the Hospital Board and the Prime Minister. In the middle two weeks we 
were joined by a UK Architect and Quantity Surveyor as the proposed 
changes also included a major overhaul to the fabric of the building.
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On reflection I was almost completely overwhelmed by this experience, it 
has had a profound impact on me and how I live my life now and I am 
very pleased I had first of all the opportunity to go and secondly the 
courage in myself and my ability to undertake such an enormous task.
The conditions in the hospital were pretty poor as a result of years of 
sanctions. I watched a cardiac surgeon carry out open heart surgery on a 
young man without any blood supplies to help him. I spent time on the 
maternity unit where it was not unusual to find 3 women sharing a bed. I 
spent an arduous 48 hours on the paediatric intensive care unit and tried to 
comfort children who died because of a lack o f basic medication, suffering 
death in tremendous pain because of no available pain relief. Yet 
throughout this I was treated as a welcome friend by the doctors and 
nurses who dedicated themselves to trying to provide a service.
My report outlined a new strategy for nurse education in association with 
Tripoli University and a new structure for nursing within the hospital.
This work has only just started and I was approached to see if I would be 
interested in taking on the role of Director of Nurse Education. Although I 
was honoured and also very tempted I felt that I had to decline this offer. I 
believe that this role should be taken on by someone from this culture and 
I know that they will find a suitable leader. I do hope that my relationship 
with the hospital and the wonderful people I had the privilege to work 
alongside here will be a long one.
HELP -  Health and Education for Life
My worries about the direction we were moving in disappeared when the 
most recent request for our input was made. Shaun and I were asked to 
suggest ways that we might use theatre to work with young people in 
order to raise awareness of mental health issues. This request has resulted 
in the HELP initiative. HELP stands for health and education for life and
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is a three year action research programme which uses the creative arts in 
exactly this way.
Phase one and two of this project is now completed and phase three is 
underway and there are plans for it to be extended to three additional sites. 
Each site will be participating in the project for a three year period. For 
me this demonstrates a very real acceptance of the work that I have been 
undertaking in order to include theatre-in-education and theatre for 
development in main stream education and development of health care 
professionals. For more information about the HELP project please see 
Appendix 13 HELP phase one report. You can also view some of the art 
work, poetry and stories contributed by the children in Liverpool on the 
HELP website. 
www.helpuk.org
In this chapter I have reflected on the development of myself as a 
practitioner of healthcare improvement. The process of studying my own 
practice as a way of improving my practice has meant that I believe I now 
have a better understanding of what my practice is. I have also been able 
to clarify the meaning of my values and in particular my passion for 
compassion and communicate through this narrative alongside my visual 
narrative how they are sustained by living them in my practice. On many 
occasions I have had to confront myself as a living contradiction and as a 
consequence I have challenged myself to take more responsibility to know 
and understand my embodied knowledge and how my embodied 
knowledge as a theatre practitioner can enhance my practice as a 
facilitator. This has not been a simple and straightforward process rather 
it has been one filled with self-doubt and insecurity. Throughout the 
period of this inquiry I have tried to identify a way to overcome these fears 
and learn to rely more on my intuition and embodied knowledge. In this 
way I have been able to trust in the relationships that I develop with the 
people I work with. These relationships have become pedagogical
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relationships where I can practice in a much more responsive way. This 
enables us all to take risks, to challenge our practices and patterns of 
behaviour in a hope that our co-created future will be a better one.
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Chapter Nine
I am a 
Creative Practitioner - 
So What!
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In this the final chapter of my thesis I will ask myself a question that I ask 
continually in my practice, “So what?” What I mean by this is what 
difference is this making? What difference has this inquiry made to my 
practice? Am I a better practitioner because o f this inquiry and if so can I 
demonstrate this? My practice has indeed changed but do those changes 
make any difference to the people I work with? Are we really co-creating 
an environment where together we can improve not only the quality of our 
working environment but also the services we provide to people?
I believe that by studying my own practice as I have engaged with others 
in a inclusional and responsive way has enabled me to show how I have 
created knowledge in relationship with others. I have now developed an 
understanding o f what values underpin my practice and how my ontology 
both influences and is influenced by this understanding. By telling the 
story of myself as part of the self-study process I have been able to
communicate the knowledge I have developed “ through a better
understanding o f  personal experience. ”(LaBoskey, 2004.) Also what has 
been important for me is not only to find my own voice in terms of 
methodology but to also find my own voice and my own words as a way 
of communicating my knowledge and understanding.
“I f  we could bring ourselves to accept the fact that no theory about the 
nature o f  Man or Society or rationality, or anything else, is going to 
synthesize Nietzsche with Marx or Heidegger with Habermas, we could 
begin to think o f  the relation between writers on autonomy and writers 
on justice as being like the relation between two kinds o f tools -  as little 
in need o f  synthesis as are paintbrushes and crowbars. One sort o f  
writer lets us realize that the sacred virtues are not the only virtues, that 
some people have actually succeeded in re-creating themselves. We 
thereby become aware o f  our own half-articulate need to become a new 
person, one whom we as yet lack words to describe. The other sort
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reminds us o f  the failure o f  our institutions and practices to live up to 
the convictions to which we are already committed by the public, shared 
vocabulary we use in daily life. The one tells us that we need not speak 
only the language o f  the tribe, that we may fin d  our own words, that we 
may have a responsibility to ourselves to fin d  them. The other tells us 
that that responsibility is not the only one we have. Both are right, but 
there is no way to make them speak a single language. ” (Rorty, 1989, pp. 
14-16.)
Is finding my own voice enough? Returning to my first question, “What 
difference has this inquiry made to my practice?” My intention when 
beginning the process of this inquiry was to engage in a period of a 
sustained study of my practice in order to improve my practice. In my 
introduction, chapter 1 ,1 explored and questioned my reasons for doing 
this and in chapter 2 I reflect on the challenges of finding a suitable 
methodology. The methodology chosen has been one that has allowed me 
to engage in a process of reflection-in-process. This reflection-in-process 
has helped me to understand what it is I do in my practice. Knowing what 
I do has also meant me coming to know why I do it, coming to know what 
my embodied values are and in what way they influence my practice. 
Throughout the period of this inquiry I have been able to identify and 
communicate that I am driven in my work and in my life by a powerful 
ontological commitment to a passion for compassion. In chapter 4, 
Making sense of my past, I was able to link my early experience of illness 
as having made a significant contribution to this passion.
This inquiry process has also helped me to provide an account of the 
construction of a living theory of my practice. This living theory has been 
created by my aspiration to live my values fully in my practice. In order 
to do this I have had to engage in a process of clarification of my values. 
By engaging in this process of clarifying my values they have now
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become living, inclusional and responsive standards by which my practice 
may be judged and in communicating them to an audience they may be 
used to hold my practice to account.
My reflection has also been a critical and analytical process, whereby I 
have been able to see myself as a living contradiction when I have not 
experienced myself hilly living my values in my practice. This lends itself 
to a restlessness in my practice and a dissatisfaction in my practice and I 
then engage myself creatively and challenge myself in a way that 
encourages me to move my inquiry on. My engagement with other writers 
has been an integral part of this process, allowing me to engage with their 
ideas in a dialectical process that creates new ideas and learning. John 
Murrell also talks of restlessness in his address to a National symposium 
on Arts Education:
“How can a restless, student, or a restless teacher, a restless artist or 
scientist, a restless enabler or facilitator, be a good thing? Wouldn’t we 
rather have tranquillity in our own lives, and especially in the 
personalities o f  those with whom we work and learn and teach, 
tranquillity in the atmosphere around us, as often and as consequently 
as possible?
Maybe. But many times, I  think, the price o f  tranquillity is just too high. 
Tranquillity is often the name we give to social timidity; worse yet, to 
moral cowardice. We crave tranquillity instead o f  effort, tranquillity 
instead o f  struggle, tranquillity instead o f  the twisting, restless thought, 
spun out fo r ourselves and fo r others. Would we really rather make do 
without the challenging new thought, in order to create an artificial 
tranquillity -  in the classroom, in the home, in the halls o f  Government? 
Maybe. But it is a very high price to pay. "(Murrell, 2003, p.68).
303
This desire for tranquillity is also noticeable and in many cases prevalent 
within management and management theory. In chapter 5, How 
complexity theory has influenced my practice, I have shown how I 
engaged with the writing of complexity theorists in order to further my 
exploration of the reality of organisational life, particularly within a 
change environment. It is as a consequence of understanding my passion 
for compassion and a desire to live my life creatively that I began to 
synthesise my understanding of complex organisations and my embodied 
knowledge of theatre in education and theatre for development into my 
practice. I believe that I have been able to show that this synthesis has 
enabled me to be a better practitioner and by being a better practitioner I 
have been able to influence those I am working with in order to improve 
services for the people using them. Complexity writers are also beginning 
to recognise the way in which theatre practitioners can enable the process 
of organisational change with their experience o f ensemble improvisation 
to encourage spontaneity and emergent communication. Patricia Shaw 
writes.
“People working with the improvisational arts asa? discipline are 
particularly alive to the paradoxical process o f  our intentional 
participation in the immediate process o f  human relating. ” (Shaw,
2002, p. 116).
In chapter 7, ‘Being creative in practice’, I have told the story of how 
inquiring into my practice enabled me to begin to include my experience 
and knowledge in the work I am engaged in in organisational 
development. There are now many practitioners emerging within 
healthcare improvement who use creativity as part of their methodology. 
Although I have a lot of respect for these individuals as creative 
practitioners I also disagree with those who engage in a creative process 
for no other purpose other than to engage in a creative act. I can not do
304
this in my practice, alongside my passion for compassion comes an 
accountability for what I do. This means that again I am asking “So 
what?”, I have no objection to practitioners using creative processes just 
for the experience itself but /  need to know that when using a creative 
process with the people I am working with, that this activity demands that 
we challenge what we do and why we do it and find ways to understand 
and improve our practice. Working in this way has not been and probably 
never will be without discomfort.
In chapter 8, ‘Using the performing Arts to Encourage Emergence’, I have 
told the story of how extending my use of creativity to include theatre has 
been a challenging process. I work with healthcare professionals in a 
health service that traditionally works in silos and can often hide behind its 
professional boundaries. I have had to take creative risks in my work and 
hold my practice up for scrutiny often to an audience that can be highly 
sceptical. This leads to paradox, the paradox of facing and challenging my 
own discomfort and by doing so encouraging others to challenge theirs.
Jon Murrell suggests that this feeling of discomfort can often be a sign 
that, rather than giving in to your discomfort you should be exploring your 
places of discomfort even further:
“Whenever and wherever those with whom I  must work seem most 
disruptive and aggravating -  most prone to restlessness, dissatisfaction, 
secretiveness and stubbornness - 1 will take this 4tasa good sign - a s  a 
sign o f  kinship - a s  a sign that they are headed fo r  the same difficult but 
indispensable destination to which I  have pledged m yself I  will trust 
that the ‘why’ on which we have consensus, unites our seemingly 
disparate ‘wheres’ and’whos’ and ‘whens’, not to mention the ever- 
puzzling ‘hows’ (Murrell, 2003, p. 68).
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These risks, I believe have been worth taking as I now know how 
creativity and theatre can have a positive impact on how we deliver health 
care, not only in this country but also at a global level.
I believe that in my practice I can now be fully responsive to the people I 
am working with. This however does not mean that I do not still face 
challenges in what I do. Working in this way still often places me in 
situations of conflict as I continue with the struggle of engaging senior 
individuals and policy makers. This becomes a struggle as we are driven 
by a political agenda that too often concerns itself with quick fits for 
winning votes. Within this agenda it is all too easy to fall into a pattern of 
prescription and imposition that is often inappropriate to the needs of the 
people working in healthcare organisations and those using the services. 
Working in this arena also means that I often work with people who are ill 
and vulnerable and face enormous tragedy in their lives. What I have 
learnt though is that despite this, we can still maintain hope for humanity 
and for our future.
My voice is that of a storyteller, storytelling is my craft and I have 
developed this craft as part of my self-study process in a multiplicity of 
ways. One way is to use this skill to share my understanding of my 
knowledge as a practitioner hence the writing of my thesis in narrative 
form. I have also communicated through the story of my learning how 
this process is a continual process of inquiry, my story will continue, there 
is no final statement o f success. Rorty also shares this view:
“In my liberal utopia, this replacement would receive a kind o f  
recognition which it still lacks. That recognition would be part o f  a 
general turn against theory and toward narrative. Such a turn would be 
emblematic o f  our having given up the attempt to hold all the sides o f  
our life in a single vision, to describe them with a single vocabulary. It
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would amount to a recognition o f what, in chapter 1 ,1 call the 
‘contingency o f  language’ -  the fact that there is no way to step outside 
the various vocabularies we have employed andfind a metavocabulary 
which somehow takes account o f  all possible vocabularies, all possible 
ways ofjudging and feeling. A historicist and nominalist culture o f  the 
sort I  envisage would settle instead fo r narratives which connect the 
present with the past, on the one hand, and with utopian futures, on the 
other. More important, it would regard the realization o f  utopias, and 
the envisaging o f  still further utopias, as an endless process -  an 
endless, proliferating realization o f freedom, rather than a convergence 
toward an already existing truth. ” (Rorty, 1989, p. 14-16.)
To return at this moment to the title of this thesis, My never ending story, 
is I believe appropriate at this point. This process of transformation both 
of my own practice and with a hope that my practice may have the 
potential to influence the practice of others, is never ending. I believe that 
I have been able to demonstrate the need to move away from the 
impositional to a process that is more inclusional. I also believe that the 
creative process is not only a way in which we can do this but also a way 
in which we can communicate this to others.
This intense period of inquiry and reflection has also had a significant 
influence in my confidence as a practitioner. My role within the National 
Institute for Mental Health in England has recently been extended. In 
April 2005 I was appointed as the national lead for a project aimed at 
improving the physical health of people with mental health difficulties, 
requiring a much more holistic approach to well-being. The most 
significant issue for me here is that this project would have been 
traditionally led in a top down, prescriptive and probably impositional 
way. I have been able to argue, on the strength o f my reflection on my 
practice, for an opportunity to take a much more inclusional and
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responsive approach right from the start. This gives me an opportunity to 
try to ensure that activity is locally owned and supported and change can 
then be managed by those who are directly involved as service users. I am 
committed to the process o f enabling others to develop their own theories 
o f  inclusional and responsive practice. Service users and carers will guide 
the process o f  improvement in partnership with those who they identify 
from their local communities. This is a real change to the way that we 
have been engaging service users and carers in the past. This means that 
service users and carers can become practitioners and leaders in service 
improvement. Working at a local level, with a strong emphasis on 
reflection, local knowledge development and the creation o f  local 
communities o f  practice (Wenger, McDermott and Snyder. 2002) they will 
then have the potential to influence policy. It is also intended that local 
learning will be shared and supported through an interactive web site. 
www.shift.oru.uk More information about this piece o f  work can be found 
on the physical health pages o f  the shift website.
I believe that through this living theory action research and the writing o f  
this thesis I have been able to communicate how I have encouraged people 
to work creatively and critically in order to improve both the quality o f  
care that we provide and the well-being o f  the system. This account o f  my 
emergent practice has been able to demonstrate how my ontological 
commitment to a passion for compassion is now a living epistemological 
standard o f  judgement by which my inclusional and responsive practice 
may be held to account.
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This event was organised jointly by Kingshill Research Centre, Swindon, 
Newbury PCT and the Department o f  Old Age Psychiatry, Fairmile. 
Participants included General Practitioners, Consultants, Nursing staff and 
Allied Health Professionals (AHP’s) from both primary and secondary 
care and a wide range o f  managers and administrators from primary care.
Objectives o f  the day were to: -
♦♦♦ Challenge the way dementia is perceived
❖ Challenge the way dementia is managed
❖ Gain commitment for the development o f  integrated local care
❖ Identify local issues and concerns




Dementia is an important disease that affects approximately 1 in 120 
people in the UK, ranking it in prevalence alongside Diabetes Mellitus and 
Stroke. A report produced by the audit commission (Forget me not - 
Audit Commission 2000) identified that only 48% o f  GP’s surveyed felt 
that they had received sufficient training to help them to diagnose and 
manage dementia. Only 54% o f  GP’s recognised the importance o f  
actively looking for the early signs o f  dementia.
The participants completed a short questionnaire:
Q 1 : It  is i m p o r t a n t  to i d e n t i f y  t he  
s y m p t o m s  o f  D e m e n t i a  as 
e a r l y  as p o s s i b l e .
The results from this question show that 95% o f  the participants felt that it 
was important to identify the symptoms o f  dementia as early as possible.
□  S t r o n g l y  A g r e e  
■I  A g r e e  
n II n c e r t a i n
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Q2:An early referral leads to a 
better outcome.
g r e e
Question 2 indicates that 21% were either uncertain or disagreed that an 
early outcome results in a better outcome. 79% either agreed or strongly 
agreed that there would be a better outcome.
Q 3 :  1 u s e  a d i a g n o s t i c  t oo l  to  
a s s i s t  m y  d i a g n o s i s .
Q S t r o n g l v  A g r e e
■  A g r e e
□  U n c e r t a i n
□  D i s a g r e e
□  S t r o n g l y  D i s a g r e e
■  N/ A
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58% o f the participants were using a diagnostic tool. There is an 
indication o f  a need for a specific tool to aid with the identification o f  
dementia. This was also identified in the afternoon session.
Q 4 : T h e r e  a r e  e f f e c t i v e  i n t e r v e n t i o n s  
f o r  p e o p l e  w i t h  D e m e n t i a
2 % 2 %2 %
3 3 %
■  S t r o n g l y  A g r e e
■  A g r e e
□  I) n c e  r t a  in
□  D i s a g r e e
■  N / A
41% o f participants were either uncertain or disagreed that there are 
effective interventions for people with dementia. This is an indication of a 
need for further education and development. This was also reflected in the 
afternoon session.
Q5:I  have informat ion for 
pat ients relat ing to Dement i a .
■  S t r o n g l y  A g r e e
■  A g r e e
□  U n c e r t a i n
□  D i s a g r e
□  S t r o n  g l y  D i s a g r e e
■  N/ A
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Almost half o f  the participants do not have information for their patients 
relating to dementia. This indicates a need for the development o f  
appropriate information.
Q 6 :  I m p r o v i n g  s e r v i c e s  for  
p e o p l e  w i th  D e m e n t i a  is o ne  o f  
m y  pr io r i t i e s .
□  S t r o n g l y  A g r e e
■  A g r e e
CD U n c e r t a i n
□  D i s a g r e e
□  S t r o n g l y  D i s a g r e e
■  N / A
37% o f the participants felt that dementia was not a priority for them. 
This also indicates a need for further education and development.
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Your professional background.
□  Nurses 
0 G P s
□  Allied professionals
□  M anagers
□  Adm inistrators 
■  O ther
Total number of delegates =60
The purpose o f  the early part o f  the session was to give the delegates some 
background information about the work that is being done in other areas to 
improve services for people with dementia. Also to introduce the 
delegates to the aspects o f  the methodology used in the development and 
implementation o f  an integrated care pathway for dementia. This 
methodology included the use o f  evidence based practice, complexity 
theory and creativity.
The delegates then worked in uni-professional groups with a facilitator in 
order to identify specific issues and possible solutions to identified 
problems.
Group 1
Group one was made up o f nursing staff and included nurses from primary 
community and secondary care, and Associated Health Professionals.
Identified the following issues:
❖ Problems locally with early recognition and diagnosis.
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❖ Long wait for specialist services resulting in delay in hospital 
discharge and inappropriate admissions
❖ Limited respite available resulting in increase in carer burden
❖ Some respite inappropriate for people with dementia
❖ Lack o f resources all round
❖ No services for younger people with dementia
❖ No flexibility in what is available
Possible solutions I suggestions I requests
❖ Would like a fully integrated community team
❖ Would like to input creatively into respite homes in order to 
develop staff
❖ Would like to know more about dementia and suggest Community 
Psychiatric Nurse input into other professional groups.
❖ Would like someone to lead locally
❖ Would like to undertake a similar project (care pathway)
❖ Care pathway would enable greater understanding o f each others 
role
Group 2
This group included Receptionists, Administrators and Managers 
Identified the following issues:
❖ Need to bridge the gap between NHS and Social Services
❖ Would like access to the same information
❖ Need to improve communication and make it effective
♦♦♦ Need to find solutions to the problems o f  confidentiality
❖ Need effective leadership
❖ Carers need as much help as patients
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Possible solutions I suggestions / requests
❖ Redesign primary /secondary care interface.
❖ Put patients at the centre
Group 3
This group included, General Practitioners, Hospital managers, 
Pharmacists, Psychologists and Public Health
Identified the following issues:
❖ Lack o f resources financial and staff
❖ Lack o f EMI beds
❖ Need access to a screening tool
❖ Faster access to old age psychiatrists
❖ Needs faster access to crisis intervention by specialists
❖ Lack o f  effective interventions
❖ Need for greater communication between primary and secondary 
care
Possible solutions I suggestions / requests
❖ Skill mix
❖ Better use o f Community Mental Health Care Team for Elderly
❖ Increased Out patient: Home visit assessment ratio
❖ Greater focus on mild-moderate dementia by old age psychiatry,
with Community Mental Health Care Teams taking the lead on 
managing moderate -  severe dementia.
❖ More information on memory clinic
❖ Information about 6CIT
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Conclusions
Reports from the Department o f Health through the Audit Commission 
and Nat
ional Services Frameworks have highlighted the need to develop better- 
integrated health and social care for people with depression and dementia 
in old age. The National Service Framework for Older People discusses 
the need for a comprehensive integrated service model with a community 
mental health team at its centre.
The NHS and councils should:
■ Review the local system of mental health services for older people, 
including the arrangements for mental health promotion, early detection 
and diagnosis, assessment, care and treatment planning, and access to 
specialist services.
■ Review current arrangements, in primary care and elsewhere, for 
the management o f  depression and dementia, and agree and implement 
local protocols across primary care and specialist services including social 
care. In time, this should be extended to cover all mental health problems 
in older people.
■ Review current arrangements in primary care and elsewhere for the 
management o f dementia in younger people, and agree and implement a 
local protocol across primary care and specialist services, including social 
care. (The National Service Framework for Older People -  Standard 7, 
2001)
The findings o f this meeting confirm that we still need to develop and 
integrate our services. A means o f doing this is through the 
implementation o f a care pathway for dementia across the Newbury 
Primary Care Trust, local voluntary sector services and the Department o f  
old age psychiatry, Fairmile. In 2000 The Kingshill research Centre in
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Swindon started work on developing an integrated care pathway for 
dementia, which was published earlier this year. Newbury Primary care
Trust in liaison with The Kingshill research Centre and Berkshire Health 
Care Trust have agreed to work together to implement and research the 
implementation o f this care pathway locally.
The meeting on the 28th o f September was the first step in implementation 
o f this pathway and enabled us to identify needs and solutions locally. In 
the next few months as we move forward with implementation we will 
attempt to answer individual practitioners and practice’s needs as 
identified. The bringing together o f approximately 60 people to examine 
local services was thus a huge success and one that few if  any other Pico’s 
or service organisations have been able to replicate.
We shall be contacting you in the near future to communicate progress, 
identify further needs and offer help in achieving these. If you would like 
to send representation from your practice or organisation to develop a 
small working sub group we would be happy to work in this way. Though 
if  you like many, feel overloaded with external work commitments and 
thus unable to, we will keep in close communication with you as to what 
is happening.






The implementation of a care pathway for dementia across 2 






Dementia is an important disorder, with Alzheimer’s disease alone being 
the fourth most common cause o f death in the Western world. The number 
o f older people in our society is growing and the number o f over 65 year 
old people is predicted to rise by 10% in the next 10 years. The greatest 
increase will be among those over 80 years o f age. Of those over 65 years 
o f age 6% have dementia and this proportion rises to 50% for those over 
85 years o f age. (Naidoo & Bullock, 2001)
A recent Audit Commission for Local Authorities and the National Health 
Service for England and Wales report (2000) entitled Forget m e not found 
a wide variation in practice and in the kind o f resources that were 
available and identified that:
“Services for older people with mental health problems are patchy and 
inconsistent throughout the UK. Older people and their carers have often 
not received the help they need when they need it.” (Audit Commission 
for Local Authorities, 2000).
Early recognition and diagnosis o f dementia are essential, yet fears of 
diagnosis result in late diagnosis. General practitioners and other primary 
care staff are often the first port o f call and should be alert to early signs o f  
memory problems, confusion or depression when older people seek their 
advice for any health problem. A recent survey o f 1000 general 
practitioners carried out by the Audit commission (Audit Commission for 
Local Authorities, 2000) identified that only about one half believed that it 
was important to look actively for early signs o f  dementia and to make an 
early diagnosis. A similar number stated that they did not routinely use 
any diagnostic tools.
331
The publication o f this report and local anecdotal experience resulted in 
the decision by the team at Kingshill Research Centre to develop a care 
pathway for dementia that would address this problem.
The pathway was developed using the principles o f Action Research. 
Following wide consultation and identification o f all stakeholders a local 
workshop was held. The purpose o f the workshop was to create multi­
disciplinary teams with representation from every stage in the care 
process. These teams looked into five stages o f  the care programme: 
Recognition, Assessment, Care Management (including guidelines for 
medication), Review and Coping With Changes.
An extensive review o f all relevant research was then undertaken and the 
project facilitator provided each group with research evidence in a format 
that was accessible and appropriate for their needs. The teams reviewed 
the evidence and discussed their own experiences in a knowledge 
workshop format, the purpose o f which was to produce or elicit new 
knowledge. The workshop was facilitated in such a way that inequalities 
were addressed and minimised. The main objective was to bring forth 
experiences and knowledge from people who are not usually heard or 
allowed to exert their influence. At this point the notion o f storytelling was 
introduced to the groups as a way o f confirming the research evidence 
with the realities o f each individual experience. The use o f creative 
approaches enhanced the abilities o f the groups and the individuals within 
them to communicate their understandings o f  their experiences more 
effectively. The telling o f  individual stories helped to reinforce the 
experience o f the individual within a complex system and the impact that 
the system had on each individual. It also enabled the groups to identify 
strategies for improvements based on a combination o f researched 
evidence and the abilities o f each group to identify how every stakeholder 
could contribute towards a more coherent programme o f care. The aim 
was to identify and agree best practice.
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The methodology used enabled a number o f significant outcomes to 
emerge. The dynamics o f communication between carer’s and 
professional groups identified areas for improvement, particularly with 
early diagnosis and ease of referral. The group also recognised the need to 
develop clear and simple flow charts with information that can be given to 
patients and carers so that they can be fully informed about the way their 
care should proceed.
By enhancing the quality o f communication and understanding that 
emerged from the use o f storytelling techniques, decisions relating to care, 
both clinical and non clinical, contributed to the development o f an 
integrated care pathway for the whole disease from early diagnosis to 
long-term care. For all the stakeholders involved in the project, the process 
o f continual transformation and development had begun.
Aims o f the study
This study aims to take the care pathway “Breaking down the walls o f  
silence” (Naidoo & Bullock, 2001) and apply it to two neighbouring 
Primary care sites which are at different levels o f attainment. Explicit 
aims o f the care pathway were identified as: -
1 .Ensure an early diagnosis.
2. Give appropriate information to all involved in the subject, especially 
the patient and those caring for them.
3. Provide equity o f care based on evidence.
4. Enable individuals to remain independent and at home for as long as 
possible.
5.Provide an educational resource for all in the field.
6. Produce a template for service improvement.
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The project will seek to implement the care pathway using action research 
methodology. Hart and Bond (1995) argue that the current ideology o f  
reform and improvement in Health Services points directly to action 
research and Holter and Barcott (1993) that action research was designed 
specifically for bridging the gap between theory, research and practice. 
The intention o f this project is to demonstrate the structural and cultural 
changes needed by all stakeholders involved in the implementation o f the 
care pathway.
Methods to be used in investigating the problem.
The project will follow the principles of Action Research to guide the 
implementation of an integrated care pathway for dementia. Action 
Research requires the participants to ask, “How can we do what we 
do better?” Implementation of the care pathway will require 
facilitation and will use the structure detailed below.
1. Stakeholders will be identified following a stakeholder analysis.
2. All stakeholders will be involved in an evaluation workshop, the aims 
o f which are to identify problems and issues, barriers to change and 
ways o f overcoming them.
3. Stakeholders will develop an implementation plan starting with 
diagnosis through to long -term care.
4. Case study data will be collected in order to identify how much 
change has occurred and in what way change has contributed to an 
improvement in services.
The data for this project will be collected by the use o f  a combination of  
observation and in-depth interview. The purpose o f collecting case study 
data is to collect “stories” from individuals o f their own improved
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understanding. This information will add to the construction o f collective 
knowledge. This process is described by McNiff, Lomax and Whitehead 
(1996) as “a culture o f independent thinkers each willing to submit their 
claim to knowledge to the critique o f others, to ensure that the claim is 
robust and legitimate.... ensuring that claims to knowledge are validated 
by the most rigorous standards.”
References
Audit Commission for Local Authorities and the National Health Service 
for England and Wales (2000) Forget me not: mental health services for 
England and Wales. London. Department o f Health.
Hart E, Bond M (1995) Action Research for Health and Social Care. 
Buckinghamshire: Open University Press.
Holter I M, Schwartz-Barcott D (1993) Action Research: what is it? How 
has it been used and how can it be used in nursing? Journal o f Advanced 
Nursing. 18. 298-304.
McNiff J, Lomax P, Whitehead J (1996) You and you action research 
project. London. Routledge.





from Letter sent to participants of Swindon workshop
17th October 2001
“The purpose o f  the day is to explore current service provision, what we 
do well, what we do badly, and how we work together and put these 
findings together into creating a systemic service across all
organisations It is a long day but is designed to be participatory,
stimulating and thought provoking. A t the end o f  the day I  hope we will 
be planning to work across existing barriers rather than patrolling them 
and that we will have a plan to provide new and exciting services for  
those unfortunate to have this devastating condition. ”
The letter also included the programme for the day
Swindon Older People’s Services -  Modernising Dementia Care 
Bowood House, Chippenham 
Tuesday 27th November 2001
09.30 Myths and issues -  chat show
Is dementia a mental health problem?
What is the advantage o f early diagnosis?
Do drug treatments work?
What is person-centred care, and what does that mean in 
Dementia
Can we give carers what they need?
Can care homes survive in sufficient numbers?
Can the acute hospital agenda fit into the National Service?
Framework aims?
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Can we really work together in an inclusional way and be truly 




Who make up the bits o f  the jigsaw o f  care in Swindon
11.40 Single organisational groups
Themes from the chat show
Task: What 10 aspects o f dementia care do we do well and what 10 
Things we could do better?
Feedback
13.15 Lunch
14.15 Identification of themes from the first session
14.00 Mixed organisational groups
Task: Can we create ways to develop the identified themes — simple 
rules and bold aims.
Team building exercise 
Perform the task 
15.45 Tea and feedback




Out come from group work 
Group 1
What can we do better?
Access to services
Quality of life for users and carers.
Support for carers is not joined up. (e.g. carers register)
Need better and more appropriate information at Primary Care stage. 
More integration of specialist services e.g. Health visitors and district 
Nurses.
Communication of research findings -  theory in to practice -  good ideas
We have a culture of silos
More education
More pooling of resources.
What do we do well?
Early identification is better 
Team approach
Community support (When you can access it)





Research and development 




Where do we go next?
Need for education -  clinical, carer and user -  Drugs MCI Early
symptoms, behaviour
Change in culture
Need to learn in groups
Memory clinics in each location
NVQ for care home staff
Partnership with private sector, offer education service 
Implementation group for pathway, need to be empowered from the top. 
Need to change the way people think 
HIMP
Group 2
What could we do better?
Quicker response 
Local training
Liaison service to acute unit
Forced patrol of boundaries
Need common image /standards / voice
Keeping sight of goals under pressure
Promoting services to moderate/severe as well as mild
No clear inventory
Supporting staff ourselves and others and organisations 




What do we do well?




Strong component parts 
Team well -  common goals 
Many disciplines
Want to do better -  concerned about service 
Invest in training
Desire for continuous improvement
Active research
Think beyond box
Think ahead of the game
Good at crisis
Make a little go a long way
Where do we go now?
Develop good information at ground level 
Open access for memory clinic 
Develop clear criteria 
Early diagnosis Primary care 
Universal entry point 
Joint working
Education to change culture 
Group 3
What can we do better?
Develop our approach outside our sphere
Engage across boundaries
Explicit criteria for within the system
Support private sector
Develop better understanding with GP’s
Work with acute unit
Train everybody concerned in system
In patient services / environment
Clearer response techniques
Earlier intervention in moderate/severe dementia
What do we do well?
Holistic / patient centred philosophy
Integrated team with single assessment process / open access / CPA
Improvement / learning environment
Forward thinking / creative
Strong carer emphasis
Truly MDT working
Good at making a little go a long way
Service development focus
Active research unit / philosophy
Place standards above volume
Where next?
ACCESS -  When I want it
INTERACTION -  What I need when I want it
RELIABILITY - Exactly what I want when I want it
VITALITY - Can give exactly what I want when I want it
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IDENTIFIED THEMES FOR AFTERNOON WORK
Group 1
Eliminate competition 
Increased private / public 
Proactive not reactive planning 
Develop a new approach 
Indicators that relate to quality of life 
Create a new local model 
Group 2
Set common goals
Develop standards matched to resource 
Phase 1 implement ICP 
Develop out of hour’s service 
Who does what when where and why?
Induction across all areas
Create common language / paperwork
Group 3
There is commitment across all areas but





Lack of criteria / standards across all
Knowledge








The Newbury Memory Clinic Project
September 03
Proposal
The development of a more holistic approach to dementia care. 
To trial the development of a multidisciplinary chronic disease 
style clinic for dementia patients that would diagnose, initiate 
and manage treatment of people with mild to moderate 






Dementia is an important disorder, with Alzheimer’s disease alone 
being the fourth most common cause of death in the Western world. 
The number of older people in our society is growing and the 
number of over 65 year old people is predicted to rise by 10% in the 
next 10 years. The greatest increase will be among those over 80 
years of age. Of those over 65 years of age 6% have dementia and 
this proportion rises to 50% for those over 85 years of age. (Naidoo 
& Bullock, 2001)
Dementia affects roughly 1 in 120 people in the UK, thus ranking it 
in prevalence alongside conditions such as diabetes mellitus and 
stroke.
Dementia causes social isolation, disability and depression for both 
the patient and carers
Only 25% of patients with dementia access specialist services in 
the UK
Non Cholinesterase intervention
Multiple evidence based interventions exist for patients with 
dementia besides cholinesterase inhibitor medication. They have 
been shown to reduce patient and carer stress, slow progression of 
the disease process and/or delay institutionalisation
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• Carer support delays institutionalisation Brodaty et al.
• Modification of cardiovascular risk factors for Vascular Type 
Dementia
• Needs A ssessm ent
• Benefits A ssessm ent
• Access to information and education
• Access to respite care
• Review of compounding medical factors including drugs
Cholinesterase inhibitors
• Cholinesterase inhibitors have been shown repeatedly to 
improve cognition, function and behaviour in mild and moderate 
dementia. NICE Technology Appraisal Guidance No. 19
• Cholinesterase inhibitors have been shown to work in 
Alzheimer’s disease and Vascular Type dementia Pratt et al. 2002 
and case  independent reports show benefit in Lewy body dementia 
also.
• Current international su rv ey s show  a delay of 
approxim ately 1 year from first referral to  initiation of d rugs.
• Considerable evidence supports rapid intervention to treat 
and manage dementia, in that delay in a s se s sm e n t and 
trea tm en t by even a few m onths h as  a d irect negative im pact 
on patien t outcom es. Clinical trials data confirms that those 
patients treated initially with placebo never catch up with those on 
cholinesterase inhibitor Doody et al. 2001
• Even in environments with relatively open access to these 
drugs only approximately 10% of patients with dementia are on 
them.
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• Cholinesterase inhibitors have substantial data to support
their safety
• Cholinesterase inhibitors have been shown to reduce time to
admission to nursing care by up to 2 years McRae et al. 2001
• Cholinesterase inhibitors have been shown to be at least
cost neutral. Bosanquet at al. 1998
Models of Care
The National service Framework recognised the need for greater 
integration of mental health services for the elderly
• NSF targets
“Older people who have mental health problems should have 
access to integrated mental health services, provided by the NHS 
and councils to ensure effective diagnosis, treatment and support 
for them and for their carers”.
• NICE does not recognise GP’s as able to initiate and prescribe anti 
cholinesterases at present
• Integrated Care
T he Forget Me Not report’ noted that the number of elderly people 
with mental health problems is growing rapidly, with the older 
patients requiring most help. They recognised the need for carers to 
get help and advice rapidly yet found that many GP’s are unable to 
provide appropriate advice, with specialist services for both users 
and carers being patchy and often uncoordinated. They stressed 
the need for health and social services to work closely together to 




• Current models of care are often lacking integration, being based 
on multiple sites with rigid service provider boundaries, there is 
often no clear single point of access and subsequently they have 
poor communication.
• Patients find referral to secondary care stigmatising and access 
more difficult
• Current system s may delay and impede access for patients with 
dementia.
• NICE currently requires cholinesterase inhibitors to be initiated by 
specialists only
Hypothesis
Joint multi professional / multi agency clinics including 
General Practitioner Specialists (GPwSI) as part of the 
team will increase access for patients and carers to a 
comprehensive model of dementia assessment and care 
without negatively affecting the quality of their care.
Proposal
To develop a more holistic approach to dementia care. To trial the 
development of a multidisciplinary chronic disease style clinic for 
dementia patients that would diagnose, initiate and manage 
treatment of people with mild to moderate dementia within a 
community setting.
The clinic will provide a comprehensive ‘one stop’ style service, 
using multidisciplinary concepts to organise joint working with 
voluntary sector (Alzheimer’s Society, Age Concern, Citizen’s 
Advice Bureau, St John’s Ambulance, Admiral Nursing etc.),
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practice and district nurses, psychology, social services, primary 
and secondary care.
Aims
1. To improve access to comprehensive multi disciplinary, assessm ent 
and management for people with (or suspected of having) 
dementia.
2. Development of a model of care that seeks to integrate the services 
currently provided by primary, secondary, social and voluntary care 
organisations, by providing them in one location, so that they are 
available in a comprehensive chronic d isease clinic format.
3. To improve communication between care providers, the 
patient and carers.
4. To develop a model of care that encourages the em ergence 
of a ‘Community of Practice’, and to develop a care pathway to 
include the GPwSI role.
The project will seek to develop The Newbury Memory Clinic using 
action research methodology. Hart and Bond (1995) argue that the 
current ideology of reform and improvement in Health Services 
points directly to action research and Holter and Barcott (1993) that 
action research was designed specifically for bridging the gap 
between theory, research and practice. The intention of this project 
is to demonstrate the structural and cultural changes needed by all 
stakeholders involved in the development of the memory clinic.
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Methods to be used in investigating the problem.
A collaborative inquiry using action research techniques. Action 
research requires the participants in the study to ask the question 
“How can we improve what we do?” Although this is an emergent 
process it is anticipated that the project will include the following.
• Community based service
• Collaborative approach between primary, secondary, social 
and voluntary sector care
• GPwSI to be enabled to assess, diagnose, initiate treatment 
and follow up people with dementia.
• A holistic approach to dementia m anagem ent and diagnosis 
(where services are not available on site the patient or carer will be 
‘sign posted’ to the correct agency with subsequent clinic review 
monitoring that needs have been assessed  and met).
• The study will focus on newly referred people with mild to 
moderate dementia. Existing dementia patients will be excluded 
from the research.
• Quality of care will be monitored through review by involved 
secondary care specialists.
Some quality markers that may be used
1. Speed of assessm ent interval between referral and first 
assessm ent
2. Time to treatment interval between referral and starting 
cholinesterase inhibitor if appropriate
3. Quality of diagnosis random sampling and review of patients 
by consultants
4. Percentage of patients discontinued from treatment having 
completed a therapeutic trial.
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5. Patient and carer satisfaction questionnaires and interview.
The project will follow the principles of Action Research to 
guide the development of an Holistic multidisciplinary memory 
service for Newbury. Action Research requires the 
participants to ask, “How can we do what we do better?” 
Development of The Newbury Memory Clinic will require 
facilitation and will use the structure detailed below.
Client satisfaction Questionnaire for patients and carers to be 
administered at intervals determined by the collaborative enquiry.
Interviews will be held with all participants, members of staff, carers 
and patients. The purpose of this will be to collect “stories” from 
individuals of their own improved understanding. This information 
will add to the construction of collective knowledge. This process is 
described by McNiff, Lomax and Whitehead (1996) as  “a culture of 
independent thinkers each willing to submit their claim to knowledge 
to the critique of others, to ensure that the claim is robust and 
legitimate....ensuring that claims to knowledge are validated by the 
most rigorous standards.”
Project Timeline
Start - Report one
Interview with all those involved in delivering the service prior to 
starting the new style clinic. Discussion about the service they 
currently provide and how they would like to see  that change /
improve with a new way of working. Includes some 
baseline statistics (eg: current waiting times etc).
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November 2003- April 2004
First 6 months to review existing services and to evaluate how role 
of GPwSI, voluntary and social sector care can best fit into an 
integrated service model. Dr Brooke to develop and review 
knowledge necessary to diagnose and treat dementia. 
Development of patient held records, integration with voluntary and 
social care organisations, early development of care pathway based 
on integrated clinic model
April 2004 - Report 2
The second interim report to be prepared in time for NICE deadline. 
This should include some initial change data, collected in the first 
six months (probably largely in narrative form).
April 2004-April 2005
Further development of care pathway, refining and developing 
existing services through feedback from carers, patients and staff 
using interviews, questionnaires and reflective journals. Monitoring 
of service indicators such as access times to assess  change. 
Documentation of care pathway for publication and review of 
learning needs for GPwSI
End - Third and final report (at 18 months)
Full write up of project for publication including summary of project 
and its conclusions, together with comparisons of auditable data. 
Aiming to produce a care pathway for GPwSI’s and Integrated 
clinics.
After Project
Dissemination of findings through publication and presentations.
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Appendix 5
Outline o f Royal College of Nursing Workshop
Part one (Morning) Part Two (Afternoon)
Skills development Devising
Range of practical Creative Dynamics
Exercises
The objectives of the workshop are outlined below. There will be 
ample opportunities for both workshop participants and organisers to 
debrief in order to support the development of understanding and 
application of skills as the day unfolds. A summative evaluation of the 
























Physicalisation Competition & Physicalisation
Cooperation
All workshop participants will be required to take part in practical 
exercises. These will involve elements of'personal' risk taking, in 
addition to the use of good and fluid communication skills. We always 
aim to base the workshop on information that you can give to us about 
each individual group and the work that they have already established to 
date in order to tailor the workshop to the individual needs of each group.
RCN Workshop One 
Aim
To help Clinical Practitioners to develop an awareness of and the use of 
creative practical skills in order to utilise creative processes and 
techniques to develop practical understanding of communication, 
leadership, problem solving, group interaction, team work, trust, and 
multitasking.
We all have an interest in investing time and energy towards the 
development of a more wholesome approach to the way we interact as 
practitioners.
The arts can play a major part in making us become more effective in our 
tasks by helping us focus on the way we as individuals interact as both 
people and professionals.
It does this by developing transferable skills that can be utilised in the 
workplace. It can enable us to understand how we can become better 
communicators. Better people centred professionals. Understand how best 
to become effective leaders. Deal with pressure efficiently. Think laterally.
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Part One -  morning session
Multitasking, Communication, Competition and Cooperation, Group 
Interaction, Physicalisation, Taking Risks, Concentration, Self/Group 
awareness, Observation.
1. Passing Ball/Maintaining Momentum -  (energy transitions, flow, self 
awareness, group interaction, taking risks).
2. Fuzzy Duck (verbal communication keeping the mind sharp).
3. Change place dominoes - Communication -Eye contact. (Non verbal 
communication and reaction under pressure, working to a brief).
4. Slow motion races- Slowest wins (Physicalisation awareness).
5. Walking and Leading with parts (observation and self awareness, 
reading body language, group/self appraisal).
6. Competition and Cooperation - (Physical Interaction, Competition and 
Cooperation - how do you deal with both).
7. Pass the pulse -  (Concentration exercise -  unity and team work, 
rhythm).
8. A which and a what. -. (Multitasking using systems, concentration, 
communicating, physical transactions.)
9. Improvisation. Objectives exercise- (communicating and identifying 
objectives, subtext, taking risks).
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Part Two -  afternoon session
1. Trust Exercise -  (Just close eyes and run supported by designated catcher 
at other end. (Trust, taking risks).
2. Paired exercise -  tell each other a story about a family event, getting to 
workshop, getting out of sticky situation to partner. Partner needs to retell 
the story to rest o f group. (Re-communicating information, listening, re­
enactment).
3. Discussion -  think in pictures -  ‘Yellow pram’.
4. Devising of montage- Series of pictures. (Image Theatre)
Groups to show each other their montage. Whole group to identify the 
nature of the concepts.
What do we want out of the workshop?
We want you to recognise the importance of the creative arts as a tool that 
can be utilised to help us think differently and consequently deal more 
effectively in your professional capacity. We want you to develop the 
basic skills to enable you to do so.
We also want you to look at the process that you have experienced and 
develop you own appraisal of how you felt and about how you 
‘performed’. The small range of questions below are by no means 
exhaustive but may act as a starting point from which you can build your 
evaluation.
❖ What if anything did you discover about yourself?
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❖ In what way was it easy or difficult for you to carry out the tasks?
❖ What, if anything, stood in the way o f you interacting effectively within 
the group?
❖ What have you learnt about the quality of your observation skills?
❖ How did your behaviour alter when you felt vulnerable? Why?
❖ What risks did you take? Why?
❖ Did the need for you to rationalise get in the way of you working 
instinctively?
❖ In your professional role would you operate in the same way? If not what 
would the differences be?
Debrief
Discussion / talk about codification and de-codification process. Link in 
with the thinking in pictures and part one o f the workshops.
Talk about recodification how exploration can raise awareness may assist 
in finding solutions to the complexities o f professional experience and the 
need for change.
Talk about the use of re-enactments how systems can be analysed through 
the use of theatre to explore operations, procedures and the ways in which 
people can interact professionally, multi-professionally.
Identify from groups ways in which experience can help them tackle the 
issues that they have in their workplace.
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Looking for the signs (reading the code):
Understanding the contradictions: (identifying the problems,)
Developing clear communication strategies for change: (recodifying for 
change management)
Utilising the Arts as a tool towards gaining better clarity of people and 
how they behave within their professional context.
Evaluation
As well as undertaking a thorough debrief of each exercise and again at 
the end of the day, we would like participants to have the opportunity to 
undertake a written evaluation. This is essential for us so that we can 
undertake a process of continuous quality improvement on the workshops 
we are creating in order to ensure that they have fully met your needs.




To help Clinical Practitioners develop an awareness and use of creative 
practical skills in order to utilise creative processes and techniques to 
develop practical understanding of communication, leadership, problem 
solving, group interaction, team work, trust and multitasking.
Introduction
The Problem-solving workshop held at RCN Headquarters in London on 
the 15th Dec 2000 was very successful. Although the initial response to the 
workshops was less than expected - we had anticipated twenty-five 
participants. Those who took part felt that it was worthwhile and that they 
could take much of what they had gained back to the workplace.
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In line with our policy of reviewing the activities that we engage in we 
have produced below some details of the evaluation that occurred at the 
end of the session. This enables us to implement our policy of quality 
improvement and also gives an indication of where these improvements 
are needed. I have also included some of the statements that the 
participants in the workshop made to help gain a clearer non-measured 
response to the outcomes that were experienced on the day.
Expectations.
There was some consternation regarding expectations from the workshop. 
Although nearly everyone stated that they did not have any expectations, 
general tension was evident at the beginning o f the session. Pre -conceived 
ideas were prevalent such as, ‘7  came with no expectations except 
perhaps I  was going to learn to j u g g l e We had anticipated this. We 
clearly thought that it was a good idea to introduce the theoretical 
framework from both Don Berwick and Paul Plsek to root the rationale 
behind our activities in a paradigm that was ‘cerebrally safe’. The 
response to the expectations question on the evaluation form to a great 
extent reflects this dichotomy.
The participants were asked if the workshop had met their expectations. 
46% of participants stated that the workshop met their expectations. While 
36% did not know what to expect. If you combine this figure with the 18% 
who said that the workshop did not meet their expectations then over 50% 
(54%) of participants had clear problems with expressing what their 
expectations from the workshop were. This is reinforced by one 
participant who said, ‘7 felt obliged to come...butyou did it very well”.
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Organisation
All the workshop members felt that the workshop was organised 
effectively. 100%.of participants said that this was the case.
Challenge Perceptions.
A major stated aim of the workshop was to challenge the perceptions of 
the participants. This was achieved to a significant extent. 73% of 
participants felt that this was the case. A further 18% felt that they were 
not sure yet.
Appropriateness of Content
A great measure o f the success of the workshop can be identified as a 
result of the response to the next evaluation question. The use of Theatre 
skills as a tool to change thought processes and readdress the ways in 
which professionals engage in their work has been tried and tested for 
many years. Introducing the same approaches within the Clinical 
Leadership Programme at the RCN reaffirms the value in the use of the 
arts as a means to enable individuals to think and feel within the systems 
that they work within in a more lateral and subsequently effective way.
The workshop was designed to relate much of the connections with the 
workplace and in doing so made the links between the workshop 
experience and the issues within the workplace more tangible for the 
participants.91% of participants felt that the approach and content of the 
workshops was appropriate with the remaining 9% unsure or with no 
particular opinion.
Ability of the Facilitators
We were very pleasejto note that 100% of the respondents felt that they had 
confidence in the facilitators. Indeed one workshop member wrote,
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“The competence and facilitation was remarkable.”
New Skills
We asked the workshop participants if they had acquired any new skills. 
The feedback is interesting.64% felt that they had with 18% not sure. 18% 
also felt that no new skills and been acquired. A more thorough analysis of 
the in-house evaluation may provide a more detailed response, and 
identify the learning outcomes and future needs. Either way we are 
pleased with this result. As an introduction to problem solving using the 
arts we would expect this level of response at this stage. More detailed 
work and a growing confidence and involvement will of course reap better 
and more sustainable outcomes. This is indeed something to look forward 
to particularly in the light of the kind of change development currently 
taking place in the health service.
Work related workshop?
The evaluation surrounding this question was for us the most significant. 
We used many of our skills and experience of Theatre/arts, management 
development and the health service to ensure that the workshop made the 
connections where it mattered. We were pleased with the success o f this 
strategy as it reinforces the value in the interdisciplinary approach to the 
development of individuals, teams and application of problems solving 
skills. 91% of the workshop members felt that they were able to take much 
of the new skills back to the workplace. 9% were not sure. The great value 
in the workshop was spent in debriefing the activities in order to ensure 
that participants felt more confident about being able to implement the 
skills that they had newly acquired. Much value was perceived and gained 
from debriefing. We feel it is important enough to continue to feature 
debriefing of this quality in the subsequent workshops that we do.
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Appropriate Venue
There were mixed reactions to this question. However there were some exercises 
that we could not do properly because the room was too delicate. Lovely room 
for talking but not really practical for doing theatre based exercises. Over 50% 
(54%) felt that the venue could have been better
Conclusions
The creative problem Solving workshop proved to be of enormous value 
to the participants. It enabled many of the workshop participants to re­
assess the way in which they may deal with people situations in the 
workplace or systems designed to improve healthcare outcomes. Clearly 
the use of the arts in such management development situations depends on 
the leaders of organisations such as the Royal College of Nursing 
continuing to support such initiatives. At Kingshill research centre we feel 
that the use of the arts in such context will do more for the effective 
development of teams and individuals than just the presentation of new 
paradigms. Steps towards finding ways in which to use these skills and 
implement new management development philosophies is crucial as we 
prepare professionals for interdisciplinary team approaches to care.
We know that we may need in the future to support our work with further 
references etc. We are currently preparing a handout and reading list 
(which was requested by participants) for the next workshop. However 
much you read, we also know that the use of experienced practitioners 
with knowledge of the workplace is invaluable. Most of the learning 






































































26th July 2001 
W orkshop Outline 
Aim
The aim of this workshop is to bring together a multi-disciplinary group of 
people who will use the arts to explore through the creative process the 
dynamics of team work, team building, group interaction, problem 
solving, communication, advocacy and leadership.
9.30 Preliminary written assessment - on arrival will be carried out by 
H.R. (30 min)
10.15 Initial warm up -  Voice work.
Group interaction. (30 min)
10.45 Theatre Workshop (105min)
The task outline (Stage 1)
The group will be split into two halves and each will be given the same 
objective but with significant differences. The objective will be to produce 
a small ‘theatre’ performance for the other group. Both groups will have 
their own facilitator assigned to them who will also be able to offer 
additional theatre expertise and support (if requested).
An additional facilitator will offer support to both groups as well as note 
the development o f the dynamic as the process unfolds. This facilitator 
will lead the debriefing session at the end and, if possible, use any data 
from the preliminary Belbin assessment within the debriefing session.
The Story
Each group will be given the same story upon which to base their 
performance. The story is essentially a tragedy involving a simple
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narrative. Each group will take a different approach to the delivery of their 
theatre piece. One group will use a different form of theatre than the other.
Devising
The groups will then engage in the 1st stage of the Theatre workshop. They 
will devise a performance using specific criteria.
It will be this process of devising that will enable the teams to be formed 
and the team dynamic to develop. Particular emphasis during observation 
will be given to how well the group interacts.
9. How creative and imaginative are they at finding solutions to the task?
10. In what way does each individual make a contribution to both the task and 
the dynamic of the team that they belong to?
11. It will also be worth noting any reticence at having to take the personal 
risks to perform or try out new ideas through the rehearsal process.
12. How do they handle the specific brief that they have?
13. How well do they listen to each other as the process unfolds?
14. What kind of rationale dictated the decision making process?
15. Who led the group, if anyone?
16. How do/did they feel about testing their work through a performance? 
Performance and Preliminary Debriefing
Once the two groups have performed their short piece a comparative debrief 
will take place. The aim of this debrief is three fold.
1 To celebrate their achievement
2. To re-enforce team identity via the original brief.
3. To highlight the merits and differences between the two pieces of work. 
Stage Two Outline
After the 1 st performances and initial comparative debrief the groups will 
merge. They will carry out the task once more and be given a new brief
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designed to create degrees o f conflict between the two old groups. Despite this 
they will need to continue to work together in order to complete the task.
Facilitators note
The group through default will make a series of assumptions about the 
characters and events in their story. In particular as the process of 
devising their theatre develops, they will apportion blame on some of the 
characters for the tragedy in their story. Finding consensus and deciding 
to agree the detailed content of their story is one of the first tasks. What 
happened and why in relation to the tragedy will be the focus for some of 
the discussion.
I anticipate that each group will come up with different versions of 
content (story) since at some further point they will need to make 
decisions as to what it is that they are going to communicate in their 
performance.
The facilitator will need to seek clear confirmation from the group 
that it is their intention to portray their version of the story content.
G roup One Brief.
Your group task is to work together in order to create a small theatre 
performance from the story outlined below. You will have to construct 
your performance in a certain way details o f  which follow after the story 
outline below. You will be assigned a facilitator with performance training 
who will at your request, offer help advice and guidance -  however the 
core role o f  the facilitator is to help you gain clarity o f  purpose as a group. 
The facilitator will consequently seek group clarity at certain key stages o f  
your devising process and seek to move the process on when necessary.
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Do not worry about the quality of your performance; it is immaterial. We 
are more interested in how you seek and find creative solutions to the 
group tasks and individual responsibilities that you assume as the process 
unfolds. To this extent a third facilitator will observe the team working in 
both groups and will feedback with the other two facilitators in the 
debriefing session afterwards.
The Scene. (Outline)
Your story is set in the street. Three characters are involved in your story. 
1) An old woman with a dog on a lead. 2) A driver, and 3) A passer-by. 
The driver is driving along the street 
The old lady crosses the road.
The passer by anticipates an accident and shouts to the old lady.
The old lady does not hear.
The driver avoids the old lady but hits the dog.
The dog is dead.
The old lady mourns the loss of her dog.
The three characters come to terms with the incident.
Your task is to tell this story by playing the characters involved. You will 
have time to work out your plot and casting and to rehearse and develop 
your Theatre Performance.
You must explore through any means the events of the scene as this will 
give you the useful information that you may need in order to get the story 
clear for the group and to help you with your characterisation. You can 
further embellish the story but only within the criteria set below.
•  You can only play people.
•  You must perform your theatre as if it were true.
• You must tell the story through the characters action and words.
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• You must, through your characterisation, emotionally involve the 
audience.
• You must start your story at the beginning and work out a plot.
• If you decide on a number of scenes each scene must follow another 
logically.
• You must choose one character that the audience will identify with. Either 
a victim or a hero or both.
• You can use music or song but only to help the characters express their 
emotion.




Your group task is to work together in order to create a small theatre 
performance from the story outlined below. You will have to construct 
your performance in a certain way, details of which follow after the story 
outline below. You will be assigned a facilitator with performance training 
who will at your request, offer help advice and guidance -  however the 
core role of the facilitator is to help you gain clarity of purpose as a group. 
The facilitator will consequently seek group clarity at certain key stages of 
your devising process and seek to move the process on when necessary.
Do not worry about the quality of your performance; it is immaterial. We 
are more interested in how you seek and find creative solutions to the 
group tasks and individual responsibilities that you assume as the process 
unfolds. To this extent a third facilitator will observe the team working in 




Your story is set in the street. Four or Five characters are involved in your 
story. 1) An old woman with a dog on a lead. 2) A driver, and 3) A passer­
by. 4) A Narrator OR 5) a Dog. Or both if you can manage it.
The driver is driving along the street 
The old lady crosses the road.
The passer by anticipates an accident and shouts to the old lady.
The old lady does not hear.
The driver avoids the old lady but hits the dog.
The dog is dead.
The old lady mourns the loss of her dog.
The three characters come to terms with the incident.
Your task is to tell this story by playing any of the characters involved. 
You will have time to work out your plot and casting and to rehearse and 
develop your Theatre Performance.
You must explore through any means the events o f the scene as this will 
give you the useful information that you may need in order to get the story 
clear for the group and to help you with your characterisation. You can 
further embellish the story but only within the criteria set below.
• You must as a group demonstrate an opinion as to why what 
happened happened.
• You must interact and or consult with the audience; they must 
know that you are only acting in order to tell your story.
• You must devise more than one scene in order to tell your story. 
Each scene must be self-contained. (‘Stand up’ to audience 
scrutiny on its own merits).
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• You must show and comment on, through either the narration or 
your characterisation the choices that those involved in your story 
have made and possibly even why they made those choices.
• You must ensure that at least one of your characters is made to 
face the consequences of their action.
• You must not start your story at the beginning and work you story 
through to the end. You can jump from one any point in your 
narrative.
• You can use music or song but only to enable the characters to 
express their thoughts and move the narrative forward.
• You must get the audience to think about or react to what you are 
performing without going over the top emotionally.
Good luck.
Stage Two Brief.
Now that you have successfully performed your Theatre piece, your 
groups will merge and carry out the final stage in the task.
Using the same story as before devise a new piece of theatre to perform. 
You do not all have to perform but you do all have to participate. Some of 
you could either direct or write or devise a specialist insert. Your brief for 
this task is out lined below.
You are to devise a performance for your audience. You are already 
familiar with the events and the characters involved in your narrative. This 
time you will as a whole group form an opinion as to how the events came 
about and why whatever happened happened.
Your aim is to come to an agreed version of the ‘truth’ surrounding the 
events and the people involved in your story.
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In delivering your truthful version of the story to your audience you will 
agree and make a conscious decision as a whole group as to what you 
want your audience to experience during your performance and what 
responsibilities you have as a performer.
There are no other rules. You can do what you want and how you want, as 
long as you find group consensus. Good luck.
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Appendix 7
Outline Proposal for National Patient Safety Foundation /Charlie 
Victor Romeo -  Kingshill Research Centre ~ Facilitation.
I have put together the following suggested structure for the CVR 
project. I have little information yet about time, group size etc. I will 
need to talk to you about this at a later stage.
I have included a section on rationale and aims to help try and focus 
the desired outcome of the project. This may need to be altered as 
necessary and should form the principal terms of reference for the 
project. Please feel free to alter and/or comment.
Rationale
The use of Charlie Victor Romeo (CVR) at the recent IHI 12th Annual 
conference at San Francisco reinforced how theatre (and therefore 
storytelling and re-enactments) could be used to enable health 
practitioners and patients to identify some of the fundamental issues 
that relate to patient safety and medical error. The Theatre 
Programme draws key parallels with the kind of complexity theory 
approach to operations that are applied by people and people working 
in teams. Unfortunately although the impact of the Theatre was 
profound, little was done to take this reaction forwards and apply 
many of the issues to a Health Care context.
Time in any case would not really have allowed this process to take 
place. One of the main functions of the conference was to provide 
inspired vision for health care improvement using approaches that 
were progressive, alternative and effective. It certainly did this! From 
many of the discussions afterwards and over the three-day period, it 
became clear that this outcome was achieved. Many of the delegates
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were clearly ‘fired up’ by the thought of using complexity theory 
approaches in order to improve their health care practices. Placing 
the patients at the centre of these paradigms reinforced the need for 
concepts like inclusiveness, teamwork, honesty, and effective 
communication.
Aims
With this clearly marked as an area that needed further work in 
order to exploit the development opportunities that CVR had, it was 
suggested that the Let’s Talk - 3rd Annenberg Conference in Patient 
Safety at St Paul Minnesota in May 2001 would be a suitable place to 
do this. The aims for this project are set out as follows:
• To fully exploit the value of CVR to enable all interested 
stakeholders to develop reactions to identify key issues, present 
further analysis and problem solve effectively.
• To provide facilitative support to enable delegates to take the 
experience of CVR forward and use it as a means to help contextualise 
the systems, people, safety and error issues within their own 
professional experience.
• To develop and present re-enactments based on delegates’ 
experiences that highlight the issues and provide some suggested 
solutions to some of the issues presented.
• To take back to the workplace skills and approaches that can 
be used to help colleagues and teams to improve their care and 
practice as professionals.
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A draft delegate development structure involving the use of CVR, 
experienced facilitators and members of the Theatre Company has 
been designed. It has four distinct stages to it.
5. Exposure to Charlie Victor Romeo -  Theatre performance.
6. Deconstruction of the Theatre stimulus. Identification of 
Health Care parallels.
7. Reconstructing the parallels within a Health Care Context to
storyboard.
8. Presentation of Health care re-enactments.
Charlie Victor Romeo -  Theatre Performance.
It may be useful to video the audience during performance. This could 
be played back to groups in order to demonstrate the power of 
storytelling.
Deconstruction
Using delegates’ recollection of CVR will provide the ideal platform to 
raise some of the principal issues. Video play back could be shown to 
demonstrate how the audience reacted to the story. It is also 
important that discussion takes place in order to enable delegates to 
develop an analysis of what the issues of the CVR story were, 
particularly with regard to systems, procedures, communication, 
relationships, teamwork and risk. This is in many ways a safe exercise 
as it allows discussion of a series of re-enacted events that are not
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contextualised within a health care framework. This process is called 
‘deconstructin’ as delegates will be encouraged to think about the 
content of the theatre in order to identify the issues. Good facilitation 
at this stage is crucial as many of the delegates will be able to relate to 
many of these issues from their own professional experience as health 
care workers. These will act as important markers for the next stage 
in the workshop.
Reconstruction
Once the process of deconstruction has been completed, delegates 
should move on to the activity of openly sharing with their group their 
own professional experience situations and anecdotes that highlight 
similar issues. Using some of the previously identified markers from 
stage one will be vital to encourage discussion. The facilitators will 
encourage discussion, support analytical development, focus 
discussion on issues and help identify common patterns of interaction 
that have led to error and subsequent risk. In this way delegates will 
start the process of reconstructing their own stories: but this time 
within a health care context. This could use an amalgam of anecdotes 
or focus on one story that will raise a number of significant issues. The 
facilitators will use the group’s experiences and ideas, and help create 
the scenarios for the next two stages.
NOTE: Previously written case studies could also be used at this stage. 
(Although ownership is an important part of the reconstruction process) 
These could be devised and written by the facilitators and designed 
deliberately to highlight clusters of issues that have been responsible for 
medical error in the past. These would be works of fiction should there be 
worries about liability issues, and could serve as a short cut to the 
reconstruction process outlined above.
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Storytelling -  Re-enactments - Issues and Solutions
The facilitators will subsequently ask their groups to develop a 
practical re-enactment of their story - twice. In the first re-enactment 
(Story One) delegates will highlight the problems that they have 
shared and show this through the use of their story. (Not every group 
member will need to perform -  some could write, advise and record.) 
In the second re-enactment (Story Two) delegates in their groups will 
use the same scenario, re-run the story but this time provide evidence 
of solutions to the problems that they have identified in story one.
This is important since identifying the problems without developing 
solutions is only part of the task. We would want whole development 
to take place. The re-enactments would be either performed live or 
recorded on video and shown to other delegate groups.
This workshop structure has the following benefits.
• It uses the safety of the CVR stimulus as a means of stimulating 
discussion to enable people to draw the parallels.
• Reconstruction positively encourages discussions between health 
care professionals across disciplines about the similarities within a 
health care context.
• It also develops team interaction and should as a matter of course 
include patients.
•  It helps to develop the practice of sharing of issues from experience 
and may identify common themes.
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• It develops the skills required for re-enactment that can be taken 
back to the workplace and used as a tool to encourage localised 
healthcare improvement.
• It offers the opportunity to use creative approaches to problem 
solving.
• It reinforces patient centredness.
• It encourages discussion and sharing of the need for patient safety 
and its relationship to medical error and risk.
• It promotes systems analysis through the process of re-enactment.
• It offers a means whereby solutions to problems and issues can be 
identified and applied within a health care context.
• It reinforces the special communication dynamics needed within a 
multidisciplinary team.
• It introduces delegates to the use of technology for self and 
professional development.
Clearly there is still much to discuss and structure and prepare for the 
Minnesota Conference in May. The use of the CVR cast will be 
crucial. We know that the project is exciting in its approach and 
delegates will gain a great deal from participating. In addition 





Scene 1 M ary’s lounge early evening
Mary is alone putting on her make up.
She sings softly to herself.................
Diddle diddle dumpling my son John went to bed with his trousers
on...one shoe o ff  and one shoe on  Diddle diddle dumpling my son
John  diddle diddle dumpling my son John  my son
John  my son John.
John was such a happy baby, he used to lie in his crib and smile and 
sing to himself, he was no trouble at all. He was the same all the way 
through really, no trouble at all. He's married now, she was his first girl 
friend... oh what's her name... it's so annoying....it's on the tip o f  my 
tongue...never mind, (pause). No babies yet though, to tell you the truth 
I  don't think they '11 ever have any, they 're only interested in
work they work so hard... not here though....down there.....you
know...erm..oh London way. They've got their own business.. .they do, 
erm, houses you know....for....men and women....houses..you can buy
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them...or sell them... Oh these words, they just don’t come... they’re all 
in here (points to head)..but they just won’t come out o f here (points to 
mouth).
Where was I, comb my hair my hair was blond when I  met
Ted....and he used to hold me so tight....I can smell him, his special 
smell.. ..lemon... tobacco... but I can t see his face .. ..I can’t see his 
face  Did he die?
I  worry about Liz....so far away....(laughs)...she sent me some beautiful
erm ...... oh...erm...snaps...lovely babies...tiny, tiny little things, (pauses)
Sometimes I  wake in the night and I  don ’t know where I  am ....I get so 
afraid. Come on Mary snap out o f this, this won ’t get you anywhere, 
what was I  doing, (points to make up) this is here, was I  doing my face? 
(hears noise from  the hall)
Ted....Ted is that you Ted........
Scene 2 Sue at her GP surgery
No....no doctor...I’m fine, I ’m fine, very well actually, maybe a little
tired...... stresses .. .you know, but who isn ’t these days. No Olivia’s
great, that last inhaler seems to have done the trick, touch wood, no 
she’s fine. No, actually, actually.....it’s mother... no nothing
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physical.,..well nothing I've noticed n o  no she just seems to
be acting a little strange, and I  just wanted a chat....some reassurance 
really, that it’s nothing serious.
I t’s quite hard to explain ....there’s nothing drastic, she seems to have 
no confidence, in fact she gets quite anxious i f  you suggest she goes 
anywhere different, or i f  she meets anyone new. She’s also a bit 
forgetful, she’s forever losing her keys, or her bag, or her
purse.............and words...she seems to be having trouble with
words.......she can’t find the right word. Sometimes she repeats
herself...she tells you something as i f  it’s new, and you ’ve already had a 
long conversation about it. The other day she told me she never hears 
from  Liz, my sister in New Zealand and then the next minute she’s 
showing me photographs that have obviously just arrived in the post. 
Last Wednesday I  went round, as I  always do, every Wednesday, without 
fail. We have supper together and I  drop her round to the community 
hall, to one o f  her committee meetings, on my way home. Well you  
know what she’s like, mother would rather die than miss one o f  her 
committee meetings...when I  got to the house everywhere was in 
darkness...well I  panickedfor a moment.. I  thought perhaps something 
had happened..you know with me finding dad that way. I  let myself 
in.... well she was just sitting there in the dark, and I ’m sure I  heard her 
calling dad. She just laughed it off.. .said I  was hearing things.. .said 
she had a headache and couldn’t face the committee meeting, but do you  
know...I think she’dforgotten all about it
I  just want to know i f  you think it’s anything to worry about...could it be 
anything serious? I  mean she seems well physically.
Oh I ’m so glad doctor, so happy you don’t think it’s any thing to worry 
about I  suppose you ’re right, she has lost dad recently. Yes I  suppose 
we do all get a bit forgetful as we get older. Well thank you so much 
doctor, that is certainly a weight o ff my mind. Anyway I  must dash, 
thanks again, goodbye doctor.
381
Appendix 9
Welsh Assembly Notes for 30 Minute Theatre Introduction 
Theme = Identity
The purpose o f  developing a piece o f theatre is to use the opportunity at 
the conference to explore the nature o f  the identity o f  the nurse, and the 
function that nurse education has in shaping that identity.
We hope to create both a stimulus and dialogue with the participants at 
the conference. The aim o f the theatre piece is therefore to raise the 
issues and controversies that surround the changing roles o f  the nurse 
within the health sector. We will use the initial 30-minute slot to provide 
the theatre stimulus fo r delegates at the conference in order to highlight 
some o f  the issues before the presentations from  the nursing profession 
that deal with the developing and different roles that nurses have.
We will also present a series o f  comments fo r  nurses and other health 
care workers, in video format, that will add evidence from  others as to 
the perceived role o f  nurses.
The programme will follow a ‘countdown form  (game show). ’ and use 
the principles o f  the game show to help demonstrate the issues that the 
theatre will discuss. This format will also enable more active audience 
participation.
Narrative- The journey of the nurse.
Introduction
The narrative will involve the career progression o f  a nurse from  small 
child to ‘senior nurse’ status. Throughout the narrative the Theatre 
piece will look at the relationships that exist at each stage between the 
nurse and the other healthcare professionals that they interact with in 
the workplace, including patients.
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The nurse character will be able to comment on his/her situation directly 
to the audience and or the game show host. The same character will also 
be able to engage naturalistically with other characters within the 
theatre programme.
Three stages o f  the career journey have been selected to enable the 
developing self-awareness o f the character and the points o f  career 
change where many o f the issues and controversies can emerge. The 
team have, after much research, concluded that the relational sating 
point is the same as the end point i.e. no change on both the 
relationships that nurses have with their co workers. Indeed parallels 
are drawn between the perception o f  the old style dictatorial matron and 
the emergence o f  the concept o f  a new matron. More importantly is the 
premise that the politic involved in the relative status between the nurse 
and the doctor have not really changed that much and that the realities 
o f  this politic has had a detrimental effect on the pace o f  modernisation 
within the health service.
Stage One
Childs perspective.
• Young girl who wants to be a nurse because she is a girl.
• She wants to care -  or has been conditioned to do so by the sex role 
models that exist in society.
• She may have spent some time in a hospital and experienced directly the 
care o f a young nurse.
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• She could describe how she watches mum take care o f  daddy when he 
returns from work...or even how she has to because mum is also too 
tired so this gives her an opportunity to practice.
• She talks about wanting to take care o f  others like she had experienced 
in hospital.
• She talks about the animals she has or the teddies and dolls that she has 
taken care of.
• She talks about dressing up and looking pretty in her nurse ’s uniform.




• Young student nurse talks about why she is doing nursing.
• She talks about the training and the differences between expectations 
and the reality.
• She talks about her degree and the difficulties in the theory/practice 
experience.
• She talks about the expected role model that she has with doctors and 
patients.
• She talks about the need for more practice based experience.
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• She talks about her experience o f  the dynamics o f teamwork and 
wanting to care for patients.
• She describes the clear demarcation lines that exist between nurses and 
other staff delivering care and services.
• She talks about her maintained ambition to continue with nursing 
because she still believes that it is a vocation.
• She talks about the need to maintain good relationships with other staff 
involved in the delivery o f  care.
• She talks about the jobs that she wants to do but cannot and the jobs she 
does not want to do but has to.
Stage Three
The Experienced Nurse
• She talks about her long experience o f  working in a hospital.
• She describes the changes in the health system that she has experienced 
and talks about the impact i f  any on the relationships between her 
profession and other professionals.
• She talks about the need for better management and care systems based 
on evidence and further updated professional research.
• She talks about the weaknesses o f  the leadership that she has 
experienced and what she would do to rectify this.
• She talks about needing new challenges and bigger rewards and that 
being a big nurse is one o f the only ways that she knows to achieve this.
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• She talks about the role o f the modern matron and the irony in her 
perception o f  the role o f  matron dating back to the good old days o f  the 
NHS.
• She talks about the need for a better and more robust and professional 
identity fo r nurses but how this can only be achieved through a long 
journey and profound changes,
• She talks about identity and the fact that it arises out o f the relationships 
that are developed with other.
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Appendix 10
Script for the National Nursing Conference of Wales
I am because we are.
Introduction
After the initial intro the ‘host’ introduces the concept of the game show 
and the fact that they are going to play a special version of countdown. We 
hear the music from the game show and the and invite the audience to 
solve an anagram of the word ‘identity’.
Added pressure is introduced with the countdown theme.
The ‘host’ thanks the audience and then introduces the first contestant. 
“She is a very special guest for this very special version of countdown.
She comes from Cirencester in Gloucestershire where she currently 
attends Powell’s schools. Her hobbies include Barbie, Ponies and anything 
with Diamonds. Her favourite colour is Pink and her favourite Pop Idle is 
Gareth who she intends to marry when she grows up. Ladies and 




A little girl dressed prim arily in pink moves on to the stage and sits on
the table.
Her finger is bandaged.
She looks nervous and excited.
She looks at the audience- (establishing an initial relationship)
She takes time to peer, possibly using her hand to see if she can see 
someone that she knows.
She can identify someone in the audience. She waves to them
excitedly.
“S o  How old are you? W hat happened to your hand? Are your
mum and Dad here to d a y ?  Here are your letters you know how
to play the game you have sixty seconds to see how many words you 
can make from these letters ?”
Audience word -  Identity 
Contestant word -  Nurse
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I ’m not really very good at spelling, and anyway I  don’t have to do what 
you say, you can’t make me do it i f  I  don’t want to.
[makes a point o f  showing the audience her bandagedfinger and waits 
fo r  a reaction}
I  have been to the hospital 'cos I  hurt my finger, well I  didn’t do it, it 
was my stupid brother’s fault, he hurted my finger. Mummy said 
“Thomas be careful with the car door” but as usual he just wasn’t 
listening and it went slam, on my finger, and he cutted it very badly and 
all o f  my little blood was coming out on the floor and all over my bestest 
Barbie T shirt, and he got a smack. Mummy had to bring me to the 
hospital, but not in an ambulance, just in the car silly, and I  didn’t cry 
and I  was very very brave and I  had to wait and wait and wait and I  got 
a certificate and it said, April was very brave, and I  could choose a 
colour and I  chosdedpink.
H iked the nurse who putted my bandage on me, and she didn ’t hurt it 
like that nasty old doctor did, and she was very pretty and her hair was 
blonde and it was very very long and she had pink bobbles. But she 
didn’t wear a pretty dress like the nurse in my book. The nurse in my 
book wears a pretty dress and a white hat and it’s all frilly and when I  
am a big girl I  am going to be a nurse and I  will wear a pretty dress and 
I  will grow my hair so it is very long like Kate’s and I  will put pink  
ribbon in like this and then I  will wear a pretty hat. When I  am a nurse 
I  will make all the people better, cos when my dolly was very poorly I  
looked after her and made her all better. And I  won’t be mean to the 
children, I  will make them all better with medicine but all on a spoon, 
not medicine in a needle, because that is very mean and nasty to do that 
to put the medicine in a needle and stick it in your bum, unless you are 
naughty, like my brother. I  will put all the medicine on a spoon.
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Are you all nurses naw....I don’t believe you and you is not a nurse
because you is a daddy and daddies do not do nursing things. You are a 
very silly man, you are.
Can I  go and get my mum now icos I  need a wee.
(Aprii rearranges her letters and runs off obviously ra ther desperate.)
Stage two introduction to May
Audience word =Caring 
Contestant W ord =Vocation
(Very happy, bubbly and up beat. She is clutching an envelope in her 
hand and waves it around.)
Do you have any idea what this is in here? Do you have any idea what 
this means to me? 3 years o f hard labour over, finished that’s what...
but guess what....I’ve passed...yeh not only have I  passed....I’ve got
a 1st ...smartest nurse o f the year that’s me. Tell you what though you 
wouldn’t have put money on this, I  mean me and nursing, sick people, 
blood and guts and vomit...no way...beautician maybe but nursing 
never. That is until I  met the gorgeous Joshua Browning, talk about
390
fate. I  wasn’t even invited to the party but Gemma was going and she 
had no one to go with her, and you know me, never turn a party invite 
down. It was all a bit boring at first and then he arrived with all his 
mates; he looked so cool, like a cross between Brad Pitt and Jamie 
Oliver. You know what I  mean, sex on legs, but he can also cook you a 
lovely dinner! Get in there girl I  said to myself and then ha ha May 
Roberts pulling machine extraordinaire, I  mean, he didn’t stand a 
chance did he. When he said he was a medical student I  was gob 
smacked well I  mean, generally got them down as geeks haven ’tyou, but 
geek he was not. And then I  met his mates and a couple o f  them were 
nurses. I  didn’t know you went to university to be a nurse, they really 
liked it and they said it was challenging and made you fee l really good 
when you did something for someone and it kind ofgrew on me. And  
anyway it’s a degree isn’t it and even if  you don’t end up nursing it was 
still a useful qualification, that’s what mum said anyway, she said it 
would be a good thing fo r  me to have under my belt. Josh and I  went 
out fo r  nearly 8 months all together; mind you we didn’t actually get to 
see each other very often. There was always one thing or another, we 
never seemed to be o ff duty at the same time, it was almost impossible to 
meet up, and then...well.... you kind o f  move on don’t you. Actually I  
saw him a couple o f  days ago, I  took a patient down to theatre and there 
he was, god he’s still gorgeous, but you know there’s something about 
scrubs isn’t there they kind o f  all manage to look really sexy in them 
don’t they, even the ugly ones, or is that just my fetish? H e’s just as 
arrogant though, so it’s just as well really. H e’s going out with that new 
South African anaesthetist, yeah that’s the one, blonde with legs that go 
right up to her neck, thinks she’s gorgeous she does. Anyway good luck 
to them Isay, they deserve each other.
3 years though, you know it’s gone really quickly although there were 
many times when I  thought I  wasn ’t going to make it. The pressure gets
391
to you you know, and no matter what they teach you at uni, they can’t 
prepare you fo r that. There have been times when I  have wanted to say 
shove it. Remember that awful sister on geriatrics, it was my first day on 
the ward and she gave me these suppositories to do, well yeah o f  course I  
knew what they were for, but I  had never given them to anybody and she 
just took o ff on me and said oh you know stuff like “student nurses are 
no use now, what’s the use o f a nurse who can write a book on 
constipation but can’t give a bloody suppository” She shouted this at me 
all over the ward in front o f everyone, I fe lt so embarrassed. I fe lt like 
telling her where to shove her suppositories. It is like that though isn’t it 
I  mean like at university they drum it into you about the importance o f  
research and evidence and not just doing things because that’s the way 
it’s always been done, and then you get onto the ward and you get told 
Oh no Mr so and so likes his ladies to bath in milk and stand on their 
heads after surgery, well you know OK slight exaggeration but you get 
my drift don’t you.
But there’s also the good bits, the rare occasion when you do have time 
to hold someone’s hand or you make them fee l better, or someone goes 
home, better, and you know you really did make a difference. A lot o f  
the time though you just don’t have the time to do the things you know 
you really should be doing and that gets so frustrating.
There is another thing too. I  went to an infection control conference 
last week and I  got talking to this woman on one o f  the stands. She was 
saying that her company were desperate fo r people like me, with a 
nursing degree, and also because I  did A level theatre studies I  was a 
good communicator. I  thought she was just giving me the spin but I  got 
a phone call this morning and they want me to go and talk to them this 
afternoon. They’ve got this job in their healthcare team, they are 
offering me a starting salary o f  £32,000 and a car, can you believe that,
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it’s a bit tempting isn 7 it. I  mean, how long would I  have to stay in the 
NHS before I  could earn a salary like that.
Oh god...what am I  going to do....well what would you do?
(Rearranges letters to make her word -  vocation).
Stage Three introduction to june 
Audience word = Career 
Contestant W ord = Relationships
(A Nurse sits at a table. She pours herself a small drink. During the 
course o f  the speech she pours subsequent drinks fo r  herself as 
necessary. She talks to the audience using silence and pause to 
underline aspects o f  the speech.)
To know to really really know is so important to me. I ’ve always cared, 
ever since I  was a little girl, /  used to drive my mother mad. Every sick 
pet, every injured animal, anyone with a problem, I  brought them all 
home. She used to sdrv to me “For god’s sake June will you stop bring 
the problems o f  the world to my doorstep. ” I  needed to help and wanted
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to help. For me though, I  had to know that I  could.......help people feel
better.
Vve been a nurse for more than 20 years now.... I ’ve experienced the 
cut and thrust (usually the cut) o f  the NHS at its best...I have seen my
profession go through enormous change ........ shortages....lack o f
esteem and poor wages and do you know, there is nothing right about
any o f  it.... we never get it right and I  don *t suppose we ever will but
that doesn *t matter. It doesn’t matter because whatever we get wrong -
we can put right and if  we harp on fo r  long enough and keep the
pressure up in the appropriate places we will eventually get what we
want but that is not enough. I  know believe you me I  know.
You see, it doesn’t matter what you do; how you tweak the
systems the bottom line is always there I  know, that to do my job
properly caring is not enough....and anyway not everyone that I  work 
with cares the way they should.
I  have worked in some places where we all knew that there was 
something wrong...like the system itself was flawed. And nobody did 
anything about it ....and thaVs when people are suffer more that they 
need to...Patients don’t get the right treatment or they get the right
treatment at the wrong time and that is where I  start to detest my
work.. .detest my jo b .. .my profession .. ..detest myself. And it starts to get 
to you and they keep the pressure up and the pressure builds up and it 
wears you out and you get tired and it builds and it builds until you just 
get pissed o ff with the pressure, you get pissed o ff with work pressure, 
pissed o ff with doctor pressure, pissed o ff with patient pressure... 
manger pressure...hospital pressure and your just pissed off, pressured 
out and knackered ...and I  know I  care.......I  really do!
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Shame and blame that's what we're good a t  Shame and blame.
(Change o f  tact) I  was on a course recently....I wanted to try and do
something... The NHS is awash with them. Modernisation Service
Improvement....patient centred caring Leadership....Medical
Error...Mentoring great ideas lots o f  energy THE NEW
NHS.. ..modernisation for real! And I  wanted to do them all More than 
anything else I  was looking forward to the break from  the ward, a break
from the pressure but you can't even do that can you, because I  know
when I'm away some other poor buggar's picked up my work load. And 
then you feel guilty, you feel guilty about being away. When you 're on 
the course you get lots o f  ideas, you get energised and when you come 
back you want to change things but your workload is up to here and 
you've got to deal with that, and everything you've learnt's gone out the 
window.
A t the time the hospital was going through a crisis, oh not your normal 
every day kind o f  crisis, lea n  deal with them, no this was crisis with a 
capital C. This one had hit the press big time; it was even on the telly. 
You know I'm a good nurse and I've got a good team o f  nurses but 
when the shit hits the fan you all get splattered. Oh., .listen to m e.. .I'm  
doing it now.. .shame and blame... we were a good team but when we 
they put the pressure on we all run back to our own professional groups, 
and we blamed each other...we all knew something was wrong...but not 
one o f  us did anything about it. Well when I  got to the course they were 
all talking about it there, I  couldn't go fo r  a cup o f  coffee without it 
being talked about...and I  got through two and a half days without 
telling anyone who I  was and were I  worked because I  didn't want to 
answer any o f  their questions. I  did great until the last afternoon. We 
had one o f  those happy clappy external consultants. Come on we'll start 
with an icebreaker... let's go around the room and tell each other who 
we are and where we work. Well I  started to sweat.. .and as they went
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round the room one by one my head started to sw im ...I started to 
panic.lVs bad enough at the best o f  times ..but I  was going to have to tell 
them where I  worked...and when it came to my turn...1 tried to 
whisper.. .1 couldn’t say anything..all I fe lt was shame.. .shame.. .shame 
and guilt and now embarrassment. Pause
Give her her due, she dealt with it very well, she stopped, she threw away 
what she’dplanned, and she got us to sit down and to talk about what I  
was feeling, and she asked i f  anyone else had ever felt like me. And do 
you know there wasn’t one person in that room that hadn’t fe lt the 
same. The more I  reflect on that, the more I  think about what 
happened, the more I  realise that the problems not with resources, not 
with shortages....yes they’re there, but they’re the things we can put
right, we can fix  them. .. ..No what we don’t do is think about the
way we treat people and I ’m not just talking about patients, I ’m talking 
about the people we work with, the people we work alongside, the people 
we work for. We don’t trust each other, we don ’t respect each other. 
And I  know that i f  we could get that right, i f  people really matter and we 
know that it’s people who really matter and we can get the relationships 
right, the rest will follow. That’s the starting point, that’s how we 
modernise. I  know because I  care.
Stage Four introduction 
Audience word= professional
Contestant word=what do all these words have in common?
Well done, it’s good to see that you are all on the ball this morning. 
Now moving swiftly on I’d like you to give a warm welcome to our
final guest this morning Oh erm I don’t appear to have a
name for our next guest....perhaps you could begin by telling us who 
you are and where you come from.
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(A masked figure enters into the space.)
Well that’s where I thought you could help me.
Sorry.
You see that’s the problem...I’m not sure who I am.
Look I haven’t got time for any of this nonsense, let’s just forget your 
name and get on with the game. Here are your letters....
Countdown music.
Perhaps the answer is here, out here, with you, perhaps you know who I  
am.
I  know that I  care fo r people, or at least that was my intention, that is 
what I  want to do. That is where I  started, from  almost the beginning o f  
time, when communities began to form  I  nursed the sick. When society 
became more industrialised I  adapted and cared for the sick and the 
poor in workhouses and voluntary hospitals. Sometimes I  had to sustain 
my own existence by stealing from  the patients.
I  improved myself and sought education and training. During the 
Crimean war I  saw the need for more reform and laid down the 
foundation fo r  modern nursing.
I  brought together women from working class backgrounds and ladies 
with breeding. I  fought off the attacks from  the medical profession 
when they fe lt their profession was being impinged by me. I  was 
responsible fo r  the cleanliness o f  the wards as well as the cleanliness o f  
wounds. Ifought fo r  registration to give me autonomy and status and 
enrolment to deal with a crisis in nursing numbers. I  allowed men into 
the profession.
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But who am I  now?
I  have improved my education and developed complex technical skills -  
yet I  feel inadequate. I  rely on my colleagues but appear to be invisible. 
I  am knowledge based, I  am committed and dedicated, innovative, yet I  
stand in isolation.
I  want to take your hand but the demands you place on me pull my hand 
away. I  am a professional - but it is me in here -  that dictates what kind 
o f  professional I  am.
I
I  am me.
You 
You are you  
We 
We are us




Modernisation o f  Older People's Services Conference.
Agreed Brief
• Collect and record qualitative evidence through research with a wide 
range o f  service providers for Older People to ascertain perceptions in 
relation to change, improvement, experience, and modernisation.
• Collect and record qualitative evidence from  the wider community 
including service user’s perceptions. stories and experiences o f  the NHS 
and Social Care provision.
• Analyse data fo r use in the creation o f  a theatre piece to be developed 
fo r  the older people*s conference in November.
• Through the means o f  devising and writing, create a piece o f theatre 
that explores many o f  the issues identified by the research in order that 
the theatre piece can ‘set the scene* fo r  the conference.
• Edit and prepare some o f the recorded evidence fo r  use as an integral 
part o f  the theatre presentation. (Video, slides, pictures).
• Develop and perform the Theatre piece at the conference.
• Ensure that the Theatre piece is structured to take into account the 
learning objectives o f  the conference in an active way.
• Align the theatre presentation to active and discrete learning outcomes 
during the session.
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• Structure, develop and facilitate a warm up session fo r day two o f  the 
conference.
• Facilitate the plenary session o f  the conference by using an agreed 
‘chat show ’form at
• Participate in the planning and development o f  the conference 
through membership and attendance o f  the steering group meetings as 
and when scheduled.
NSF- Older Peoples Conference -  Bristol Nov 2002.
Research Based Theatre/Video for NSF Conference 
Steering Group Report 
Initial Brief
• Using drama and video to represent the perceptions o f  older 
people and their carers as service users.
•  Include positive images o f older people to challenge stereotypes.
• Possible theme -  “Older people are part o f  the solution not the 
problem. ”
• Research evidence that challenges the burden o f  care fo r older 
people.
• Develop Chat Show Format
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Breakfast session day 2
Outline for programme of work
Aim: to elicit perceptions from  the public as to how they value older 
people in society and as users o f  the NHS.
A series o f  in-depth interviews using video/audio-tape and note taking 
will be undertaken. Interviewees will include; members o f  the older 
population, older service users, carers, health care professionals, and 
members o f the public.
The purpose o f  the interviews is to encourage individuals to tell their 
story. Following analysis o f  the data the research team will use this 
material to create a narrative, identify issues and record onto video items 
to playback to the conference.
The purpose o f  the narrative is to inform the audience at the NSF  
conference and also to challenge current perceptions o f  older people for  
health care professionals and others who provide services fo r  them.
Progress to date.
47 interviews in total have now been undertaken. Each interview is 
essentially a detailed story from  different individual viewpoints about 
Older People and/or the Health Care Sector.
Thirty-eight o f  these interviews have been in-depth with the remaining 9 
providing anecdotal evidence that has been recorded onto video and will 
be prepared for the conference. It is intended at this stage to use video 
recorded material at both the opening stages o f  the conference to
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support the theatre narrative and at the end o f  the conference during the 
fchat show*.
The evidence will be used and amalgamated to form the basis o f  a 
narrative piece o f  theatre that will be used to initially ‘set the scene* for  
the conference.
Form o f  Narrative
The form  o f  the narrative is not yet known; it may be interactive, use 
video as an integral part or just stand alone. The criteria fo r  the fo rm * 
will be dictated by three separate factors.
•  The content o f  the narrative.
•  The required impact on the audience.
• The nature and size o f  the venue.
Content.
The narrative will raise a number o f  different issues some o f  which are 
critical o f  the quality and expectations o f  health care, and others that 
highlight a very efficient and effective relationship with areas o f  the 
health care sector and the people who work within them. Throughout 
the conference these issues will re-emerge and be discussed -  any new 
learning can be shared and discussed further during the ‘chat show* at 
the end. We feel that it is important to finish the conference on a positive 
note having moved forward in some way
The stories that have been collected are real and represent a valuable 
form o f  evidence. Permission has been requestedfrom the interviewees 
and obtained by Kingshill to use part or all o f  their stories. We have also 




The video footage and the stories we had gathered from the research wgre 
very powerful and we didn’t want to lose the potential of its impact on the 
audience. It was also important that the very bold and sometimes very 
brave statements that some of the healthcare professionals we had 
interviewed had made were also captured for the delegates. We decided to 
edit the video using the themes identified by the research and to then 
underpin this evidence with the use of a real person who was experiencing 
these issues.
Identified Themes from the data collected







Systems Failure and Whole Systems Design 
Perception of Health and Social services care.
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Final Script for National Service Framework for Older 
Peoples Conference
Decision Day
Intro to the session
This session has been designed to help to set the scene o f  the conference.
A ll o f  the material that you will see has been researched by gathering 
stories, opinions and experiences both from  individuals andfrom focus 
groups in various parts o f  the country.
Some o f  the evidence you will see via video - and some has been created 
and condensed into a fictitious story o f  a patient’'s journey, which in 
itself is based on the evidence gained from  the research.
We also want this to be an opportunity fo r you to celebrate the success o f  
the modernisation projects that you have been involved in and to offer 
your experience o f  these achievements to others during the conference.
During this session we will be asking you to use your workbooks and 
record what you fee l are the important issues fo r  you. Your expertise is 
invaluable.
We will pick up some o f  the themes again as well as your responses to 
this and the other sessions during the chat show and the end o f  the 
conference.
Decisions are something we make every day...they shape our complex 
lives in profound ways, they affect others- sometimes in ways we are not
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aware o f  and they reinforce our values and beliefs and sense o f  
community.
Intro to Getting Old and Positive Attitude
We all get old-som e o f us anticipate our old age with dread -  some with 
more positive attitudes.
Video Tape 1 (3.32) » Getting Old/Positive Attitude
Most o f the time we learn what it is like to be old when we are old and 
when we experience how society responds to our own old age. The people 
we have talked to share this mixed view.
LFX1 (Lights Down for Screen)
Decision Day Logo LFX2 - XFD Presenters Area
Ageism and Equity
One o f the outcomes o f the research recorded perceptions o f 
discrimination toward older people as service users. We were surprised 
however at the high percentage that did so. 83% o f those who took part 
said quite categorically that ageism exists and that equity o f access to 
services was desirable but in reality rarely perceived. These were the most 
common reactions...
LFX 3 (Lights Down for Screen)
Video Tape 2 (5.06) » >  Ageism & Equity 
Decision Day Logo LFX4 -  XFD Presenters Area
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Joan 1 (Theatre)
It is now time to introduce you to a  ‘patient journey s to r y ' and the theatre 
piece perform ed hy Marian Naidoo.
LFX 5 Lights up H alf State on Acting Area
Marian will p lay  Joan Simpkins, who like the video evidence, starts her 
journey at the point where she begins to recognise what w ill come to us 
all.
LFX 6 XFD Lights Down Presenters Area & Full State Acting Area 
Joan 1
I  was doing my shopping one day in town, ooh it was freezing cold and 
there was a bitter wind, and I  saw this poor old woman, she pulled her 
coat around herself to keep warm, I  looked at her and she looked back at
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me, and then I  realised, ( Pause)... I  was looking at my own reflection in 
the shop windowl
Getting old is just like that, ..it creeps up behind you when you ’re not 
looking and it grabs you by the throat
But inside, I fee l just the same as I  did when I  was 16; it’s just your old 
body that lets you down.
You don ’t really take much notice at first -  just a couple o f  aches and 
pain, oh you know, and then you notice you ’re a bit stiffer than you used 
to be when you get up in the morning, and every now and then y  ’get a 
couple o f  funny turns.. it all builds up gradually and then you realise, 
you ’re on your way down the slippery slope.
I  was determined it wasn’t going to get the better o f  me, and anyway I ’ve 
got a good family and a good doctor. Doctor Wilson is very good to me, 
he’s always got time to listen to my problems and he has the most 
wonderful blue eyes. I ’ve known him fo r  a long time now...he’s getting 
on a bit himself now although I  don’t think h e’s quite my age just yet!
Dr Wilson says that he can ’t understand why I  want to stay living on my 
own, but I ’m used to it. My boys are grown up now with their own 
families and My George died suddenly 17years ago - I ’ve been on my 
own ever since, George loved the garden. Everybody used to compliment 
him on his roses...he was the envy o f  the whole road. He died in the 
garden you know, it was a beautiful summer evening, I  thought he was 
having a doze on the bench, well he liked to do that, used to crack on he 
was reading the paper, he was only 61 (laughs) and he still had that 
twinkle in his eyes.
I  do try and get out and about as much as I  can. Not at night though, 
not when you ’re on your own, it doesn’t fee l very safe especially when
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the nights start drawing in. I t’s different i f  you ’ve still got a husband, or 
i f  you can drive.
I  go to the pensioners on a Tuesday afternoon, I  used to walk down to 
the end o f  the lane and catch the number 23 but I  can’t manage the 
walk that often now- not with this hip. I  miss that walk and I  think it 
makes you feel worse when you’re used to walking. So I  have to catch 
the little bus from  round the corner and then get the number 12 and if  
you miss 1 o f  them, well, you can wait fo r  ages and by the time you get 
there it’s time to get back. That’s why I  don ’t go to Marks any more, I  
used to go on a Monday after I ’d collected my pension, I ’d  jump on a 
bus and I ’d  be there in 20 minutes, well you can trust their meat can’t 
you, and you can buy just a little piece, just enough fo r  1, you can’t do 
that in the Supermarket, and anyway I  don’t like the look o f  their meat - 
it doesn’t look very fresh and you don’t really know where its come 
from. There isn ’t a proper butcher round here anymore, there used to 
plenty o f  them on them. Isn’t it funny how quickly things change.
I  used go to Marks to buy liver - 1 thought I  might be a bit anaemic, but 
Dr Wilson said my cheeks are too red and rosy fo r  that, but I  thought, i f  
I  have, a bit o f  liver will soon sort it out
I ’ll feel much better when I  get this hip o f  mine done, I ’ll be able to get 
out and about more. Dr Wilson said it shouldn ’t be long now, mind you  
he’s been saying that fo r a long time. I ’ve been in once already, just 
before Christmas, but there was a flu  epidemic and I  got sent home 
again. We can’t cope with a crisis in this country any more can we?
They do need to sort these waiting lists out, i t’s not right having to wait 
all that time is it, particularly when yo u ’re my age. I  mean take poor 
Bert from the end there he’s been trying to get a stair lift because he 
can’t manage the stairs during the day, but because he owns his own
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house and he’s got a pension he’s got to pay £2,000! Irene his wife, 
she’s 82 herself; she has to put a bucket with disinfectant in the garage 
fo r  him to wee in. I t’s not right is it? He was a prisoner o f  war you  
know; but he said to me” Joan I  didn ’t let the Japs get the better o f  me 
so I ’ll be buggered i f  I ’ll let the NHS.
LFX 7 XFD (Slow) No state in Acting Area & H alf State Presenters
Area
Power Point - Slide 1 -O n Screen (Decision Day Logo)
Power Point - Slide 2 -  
LFX 8 - House Lights On
Activity
Please take the next 10 minutes to discuss at your table the kind o f  
decisions you fee l would be needed to address any o f  the issues that you  
have identified.
LFX 9 XFD House Lights Fade Down & Full State- Presenters Area 
Intro for Resources Access Leadership and Relationships.
One o f  the most common shared perceptions o f  both service users and 
service providers is that more resources will resolve many o f  the issues 
that surround older people’s services. It was a recurring theme.
However when the evidence was more closely analysed a number o f  
related issues became more evident. They raise more questions than 
answers but more significantly they can provide the basis fo r  the kind o f  
challenges that modernising services fo r  older people could address.
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LFX 10 Presenters Lights Down.
Video Tape 3 (2.44) »>Access/Resources/Leadership/Re/ationships
Decision Day Logo LFX 11 -  XFD Presenters Area. 
Joan 2 (Theatre).
As Joan continues her journey, we discover that like the weather life is 
sometimes unpredictable and that small changes can have big  
consequences.
LFX 12 XFD Presenters Down & Acting Area Full State
Joan 2
r i l  be glad to see the back o f this place -  Fve been in here far too long - 
although Vm not going home just vet!
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They’re sending me to what they call an ‘intermediate care home’for  
rehabilitation. Well, I  came in in a panic! (Pause) I  had a bit o f a fa ll
(Telling the story) - Fireworks night it was, there were a few  boys and 
girls messing around like they do. They have me pestered sometimes you  
know, I  don’t mind them having a bit o f  fun, but they were setting off  
fireworks right outside my front door. Well-you read about them putting 
them through your letterbox and setting your house on fire don’t you? 
So I  went out and I  chased them.
I  must have just lost my footing because the next thing I  knew I  was on 
the floor, in an ambulance and then in here. I  must have lain there; on 
the floor fo r at least half an hour before the ambulance came. I  suppose 
it was one o f  their busy nights.
Casualty was heaving with people, so I  expected to have to wait fo r  a bit 
but not on a blinking trolley fo r hours. What made it worse was that they 
parked me right by the door. Everyone was going outside fo r  a smoke 
and do you know, not 1 o f  them closed the door behind them, I  was 
freezing. I  don’t know what they ’re doing letting them smoke in a 
hospital. I ’d put a stop to that if  were them. I  was there fo r  7 hours 
before they sorted me out.
I  hate hospitals at the best o f times, i f  you want to catch something this 
is the place to come. Anyway at least I  got my new hip and d ’you know I  
fe lt really guilty because I  jumped the queue.
I  thought that I ’d  be up and about and then I ’d  be able to go home. 
Things are never that simple are they? I ’ve been in fo r nearly 11 weeks 
all together! I  asked the doctor i f I  would have been in this long i f  I ’d  
had my operation when Ifirst came in before Christmas. He said that I
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had picked up one o f  those hospital infections which didn't help and 
that the delay after the fa ll had weakened me, well it can’t do you too 
much good lying in the cold fo r  do long can it? The operation went very 
well and they are very pleased with my new hip, and so am I, but I  had to 
spend so much time in bed my muscles are a bit weak, and I ’m just a 
little bit wobbly still, but they’re going to sort that out I  have to be able 
to walk to the toilet by myself before I  can go home.
Ooh I  can’t wait, I  can’t wait for that 1st cup o f  tea and slice o f  toast by 
the fire -  my evening paper and Inspector Morse....god rest his soul.
The tea in here is awful, it’s either weak and hot or stewed and cold and 
the toast is like Ryvita by the time it gets to you.
Those poor nurses are so busy -  they work really hard -you  don’t really 
like to bother them. See this old lady here next to me, she doesn’t speak 
any English, they don’t understand what she wants, she’s been banging 
that plastic cup on her locker for about half an hour. She does that 
when she wants a drink but there’s no one around. I f  I  could just reach 
a little bit further I  would get her one myself. God love her, poor old 
thing.
I  wonder i f  I ’ll get a stair lift when I  go home? That would be handy; I  
could wave to Bert on the way up. (laughs).
LFX 13 XFD -  Acting Down & Presenters Half State
Power Point - Slide 3 -O n Screen (Decision Day Logo)
Power Point - Slide 4 -
LFX 14 - House Lights On
Activity
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Take the next 10 minutes with those at your table to create a short list o f  
things that you can do to improve the relationship between you, the 
service you provide and the service user.
LFX 15 XFD House Lights Fade Down & Full State- Presenters Area. 
Intro to specialist services.
Specialist services are in many ways an expression o f the desire to create 
better more effective provision for any area o f work The response to 
perceiving a need to develop specialist services was very positive. The 
research also indicated a number o f systems issues in relation to specialist 
services.
LFX 16 Presenters Lights Down.
Video Tape 4 (1.51) » >  Specialist Services 
Decision Day Logo LFX 17 -  XFD Presenters Area
Intro to Systems Failure and Whole Systems Design
We gathered a lot o f  research that recounted numerous stories o f  
negative experiences, and the need fo r  change. It is the nature o f  that 
change that you as Health and Social carers need to identify.
LFX 18 Presenters Lights Down.
Video Tape 5 (4.41) » >  Systems Failure/Whole Systems
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Decision Day Logo LFX 19 -  XFD Presenters Area
Joan 3 (Theatre)
In the final part o f  our small trilogy Joan Simpkins is under pressure to 
comm it herself to making a decision.
LFX 20 XFD Presenters Down & Acting Area Full State
Joan 3
I  really do look forward to them coming to see me.... But they wear me 
out...I don 7 know where those kids get all their energy from- eh it 
would be alright i f  some o f it rubbed o ff on me wouldn 7 it. I  could do 
with a bit more energy right now.
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My oldest 2 grandchildren, they’re both in their teens now, and they are 
not keen about coming in here on a Sunday afternoon. I  bet they’ve got 
better things to do. I t’s not as i f  they even had very much to say fo r  
themselves, when you speak to them they just grunt back at you. They 
don’t like this place anyway -  they said that it smells like cooked 
cabbage in here....and the music they listen to boom boom boom, fu ll 
blast, it’s a wonder they’re not deaf.
I  couldn’t live with my kids - oh they’ve offered, - both o f  them... but 
I ’ve lived on my own for fa r  too long, it wouldn’t be fa ir on them, we’d  
soon end up falling out with each other..
I ’m used to living on my own, doing my own thing; I  could eat what I  
wanted, when I  wanted. Even i f  it was 3 o ’clock in the morning, well 
why not. Sometimes the night can be very long when you ’re on your 
own, so when I  couldn’t sleep I ’d  make myself a nice cup o f  cocoa, or 
sometimes something a bit stronger, and I ’d turn the fire up high and 
watch an old film, well that’s when they have all the best ones on, in the 
middle o f  the night. In here when you are awake at night you don ’t like 
to bother them, they’ve offered to give me something to help me sleep but 
I  don’t want to take anything. I  take enough pills without starting on 
sleeping tablets and all, and anyway your supposed to need less sleep 
when you ’re older so it’s quite natural, it just doesn’t f i t  in with what 
they want.
They ’re very good to you in here you know. - but you do get used to 
somebody else doing everything fo r you. You don’t have to make any 
decisions fo r  yourself -  nothing for you to worry about -y o u  don’t have 
to plan your meals or wonder i f  yo u ’ve remembered to pay the electricity 
bill -  other people do it all fo r  you. Sometimes you do need that -
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although something is missing - 1 don7 feel like me any more -  ooh and 
you get that bored.
Fve decided that I  need to manage on my own more now -  so Fm ready 
to go home.
My boys don't seem to be very happy with that idea though. They're 
worried that I  might have another fall. They want me to go into a 
residential home, permanently, but i f  I  do that I'll have to sell my house 
to pay fo r  it, and I  don91 want to do that I  know it's only a little house 
but it's all Fve got to leave them.
I  know they want to do what's best - so Fve even been to see a couple o f  
them to keep them quiet, but it isn't what I  want. Although I  have been 
told that I  have to make my mind up now so that they can organise 
every thing...but it's very hard. Oh there's plenty o f  them to give you  
advice, but how do you know which one is telling you the right things, I  
don't even know who half o f them are, they all ask me the same things 
and then you don 7 see the same one again. Do you know what I  think, I  
think they should get those Almoners back, do you remember them, they 
used to have their own office in the hospital, and they sorted all that sort 
o f thing out for you, it's a pity they got rid o f  them.
What a position to be in, you see Fm  going to have to choose, aren 7 1,
either I  go home on my own or..... I  give up my independence and
do what they want and go into a residential home. Either one or the 
other. But you see I  think I  want both, and I  don 7 see why I  can 7 have 
both?
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LFX 21 XFD -  Acting Down & Presenters Half State.
Power Point - Slide 5 -O n  Screen (Decision Day Logo)
Power Point - Slide 6 -
LFX 22 - House Lights On
Activity
From the evidence given so fa r  identify three ideas within your specialist 
area that you could develop (or have already developed) designed 
specifically to improve your services fo r  older people.
LFX 23 XFD House Lights Fade Down & Full State- Presenters 
Area
Intro to the Perception o f  Health and Social services care.
It is worth celebrating the fact that nearly half o f  the people we talked to 
about their perceptions o f Health and Social care for older people 
responded positively to the services that they either used or would be 
expecting to use at some time in their lives.
Good things are happening & there are certainly still issues that we need 
to address.
I  hope that we can all use the opportunities within this conference to 
continue this process o f improving services for older people.
Video Tape 6 (2.01) » Perceptions o f  Care System - a celebration 
LFX 24 Presenters Lights Down.




The electronic booking team had produced the following paper for our
guidance.
1 Purpose o f  Event:
• To highlight progress made since the Ministers initial commitment to 
electronic booking.
• To present the 2nd wave o f  shadow communities and explain the roll 
out process fo r electronic booking.
• To publicise and celebrate the achievements made to date
• To raise awareness o f  the National Electronic Bookings Programme 
throughout the NHS.
• To give a National direction, which will encourage Trusts to ensure 
that local initiatives are developed within a consistent framework.
• To raise levels o f  interest and take up o f  the Shadow site roll out.
• To share knowledge and experience, in order to minimise costly 
duplication o f  effort within the NHS.
• To raise awareness o f  the place o f  electronic bookings within 21st 
century IT.
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• To give information on the funding mechanism and budget available
for this project.
2 Key Messaees
• There is a National programme fo r  Electronic Booking which 
Strategic H.A.s, PCTs and local Trusts need to be engaged in.
• Electronic bookings is a key part o f  the overall modernisation o f  
the NHS e.g. links to 21st Century ITy EHR, EPR, Choice 
initiative, NHSD etc
• Electronic bookings is an integral part the National Bookings 
Programme.
• Electronic bookings will only be successful within the context o f  
redesigned services, which are supported by co-ordinated 
management o f  capacity and demand.
• The involvement o f  Primary Care is key to accomplishing the 
goals o f electronic booking
• Activity has resulted in improved patient experiences.
• Activity has resulted in better use o f  time for clinical 
professionals, and other NHS staff.
3 Overview o f  key Messages
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• How Electronic bookings Jits into the overall modernisation o f  the 
NHS.
• Who needs to be involved to make it happen, and what they need to 
do.
• Why is it worth doing?
4 Tareet Audience and Rationale for Inclusion
• Electronic Booked Admissions Project Board: As have 
accountability fo r  programme
•  Trust CEOs: Key decision makers within organisations. Responsible 
fo r  ensuring that Trust projects have national strategic fit. Need to 
influence/reinforce perception o f  importance o f  E ybookings as part 
o f a national programme rather than solely a local initiative.
•  Directors o f  Modernisation: As above
• DHSCs: Performance monitoring o f  overall programme
• CIOs StHAs: Key responsibility fo r  21st Century IT, StHA will be 
responsible fo r  monitoring performance o f  ECs and Shadow sites.
• PCTs: Success o f  the project is dependent on Primary Care 
commitment and engagement currently projects are being driven by 
Acute Trusts therefore need to ensure inclusion at National events.
• NHSIA: Project partners
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• NHSD: Project partners
• NAGPC/RCS/BMA/Clinicians: Powerful accelerators or brakes to 
change/redesign need to hear (and believe) the messages around 
improved patient experiences and release o f  time fo r clinical 
professionals.
• Patient organisations:
• M.A/DOH. key people
• Enterprise communities
• Shadow Communities 
Max number o f  delegates: 300
Due to the limited number o f places it is suggested that people are 
targeted on an individual level, to take into consideration those who 
have already expressed an interest.
5 Media
• It has been generally agreed that this will be a one-day 
conference style event, based on primarily plenary sessions.
My response
E Bookins Conference -  Draft Theatre Structure & Brief
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Outline Brief & Context
To develop some o f  the issues and complexities surrounding E-Booking 
in a 15-20 min Theatre presentation fo r  the E-booking conference on 
November 21st 2002 .In response to the research we have carried out, we 
can identify some o f  the pertinent issues suggested by the evidence in 
relation to the E-booking agenda. These subjects are not exhaustive but 
in our view form  the main foundations and i f  addressed, will help drive 
the E-booking agenda forward.
Patient Centred Care /  Ownership
To emphasise the patients ownership o f  the process o f  booking.
It is pretty essential then to ensure that the patient centeredness aspect to 
booking -  a fundamental component- is shown. We can demonstrate 
how technology can be a positive personal influence rather then a cold 
unfeeling tool fo r  processing.
Improved Clinical Effectiveness
Evidence suggests that clinicians have been reticent in taking on board 
the value o f  e- booking.
One o f  our aims is to demonstrate by the use o f  theatre how clinicians 
and the patient can benefit from  the process o f  E-booking. We would 
like to emphasise the ‘effectiveness ‘o f  the modernised process by 
showing how the whole process can benefit all the stakeholders 
concerned by demonstrating that;
•  The patient can have more choice and have information on quality o f  
services from  various providers, (evidence-based selection)
• The clinicians can use E-booking to speed up many o f  the clinical 
processes that have previously been victims o f  cumbersome 
administration systems. This will provide a smoother journey fo r the
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patient and a more coherent \joined up’ provision in terms o f  clinical 
care. It will also reinforce that although the E-booking process focuses 
on the patient it can be a useful means o f  developing the interface 
between resources, services in the relationship between the clinician and 
the patient.
Whole Systems Approach
A whole systems approach is essential. The theatre piece will 
demonstrate through the narrative how a whole systems approach can 
streamline the use o f resources and services and provide a quality o f  
information that the patients, clinicians and managers can access and 
use to improve the quality o f  services provided.
Traditional Vs Modernisation
We want to show how two different systems can affect the individual 
stakeholders. Although embracing a new technology is not going to be a 
flawless process it can be fixed more easily and subsequently provide a 
more effective integrated approach fo r  he patient.
We would also wish to draw on existing contradictions with 
expectations. I.e. you can trace the movements o f  your DHL parcel on 
its journeys -  and would expect this quality o f  service from  such a 
company but cannot do the same as easily with a patient journey.
Sussested Draft Structures for Theatre piece
We have come up with a number o f  options one o f  which at this stage is 
our preferred option.
Due to the complexities o f  the issues involved with E  booking we feel 
that it would not be appropriate to take a ‘naturalistic ’ approach to the
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theatre form. We feel that each narrative would be best served by using 
'caricatures' rather than ‘believable’ characters. It would be much more 
effective to communicate the complexities described above by way o f  a 
short narrative for each component. This will allow us to develop very 
condensed forms o f  behaviour (cartoon like fo r comparison) to use in 
order to highlight the content. It will also allow us to lighten the subject 
by using comedy, comment on entrenched positions o f  some o f  the 
characters involved. We know that in any case the whole thing will tie 
up as part o f  the overall ‘Theatre’ experience. Each narrative will have 
a comparative approach.
Please feel free to add to this or make suesestions.
The runnins order o f  the scenes need not be fixed.
Option One (draft structure)
I sa  1 5 -  20 minute piece split into 3 or possibly 4 separate scenes? Each 
scene will focus on a different issue and run one after the other.
Option Two (draft Structure)
(Our preferred option)
I sa  1 5 -2 0  minute piece split into 3 or possibly 4 separate scenes? Each 
scene will focus on a different issue and run intermittently in between 
different stages o f  the conference throughout the day.
Scene 1 -  The ‘High Tech’ Traditionalist
No Set - Intro theme ‘A ll creatures great and small’ or ‘Dr.Finlays Case 
Book'. A quiet country Yorkshire village -
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We have a ‘traditional doctor ’ (Tweeds & Corduroy) who despite his 
appearance is able to produce a laptop during consultation in order to:
1) Review the evidence on quality o f  services needed by the patient.
2) Can book a range o f  pre appointments needed as well as the essential 
consultant appointment to suit the movements and time commitments o f  
the patient.
We see on the screens ‘a mock system ’ in operation. Both patient and 
Doctor seem please with the new facilities and system in place. 
Particularly since it can accommodate all the patient and clinical needs 
while at the same time provide information on quality o f  services. 
Everyone goes o ff pleased. Theme tune to end scene.
>Blackout LFX >Scene change >new theme SFX >
Scene 2 -  'Stuck' Traditionalist & Professional NIMBY
We meet a ‘ Young Doctor -  self assured to the point o f  ‘arrogance’ -  
very busy dealing with patients and devotee to the ‘traditional booking 
system. ’
He is talking to a patient about his skiing holiday and how he managed 
to book it on the internet to get the ‘best deal’. He was even able to get 
info on the quality and types o f  hotel he could book. Before he left for  
the resort he was also able to check to ascertain the ski conditions on the 
slopes. Recommends the resort to the patient
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He tells the story o f  how on the way back he left his skis at the hotel.
They have agreed to courier them back to him and he can also use the 
Internet to trace the stages o f  their journey back to his house. Just as 
well because they skis ‘cost him a packet *. He is very impressed with the 
‘totality o f  the service*.
He then consults with the patient. Says he will write to the relevant 
specialist and who will then contact the patient to make an appointment. 
He should hear from the hospital in 4/6 weeks. Theme tune to end scene.
>Blackout LFX >Scene change >New theme SFX >
Scene 4 Tell me what you want what you really really want. 
(Whole systems approach
Two cynical ‘old boy * patients in the waiting room talking to each other. 
They are having a general ‘moan* about how they have been dealt with 
by the system. They list their grumbles. They play ‘one up-manship’ with 
each other*sgrumbles.
Such as.....
•  Having to wait to be given an appointment -  no choice.
• Having to then wait fo r further appointments fo r  tests etc.
• Having to keep coming back to complete a procedure that took 5 to 
complete and a whole days travel to achieve.
• How they had to wait three weeks for the results o f  test already 
completed.
• How they are treated when they get there.
• How they lost some o f  the records, as they had not yet transferred 
records from  the other department.
• They conclude that it will be a while before they get their replacement 
hips sorted out.
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They switch their ‘negative one up-man ship’ to ‘positive one up-man 
ship ’ by listing the things they would want desire in a service as a service 
user.
• Can choose their appointment to f it in the Local Bowls tournament or 
daughters wedding.
• Coordinating o f  tests one visit-to do all pre tests. ..vs... one hour etc..
• Results o f  tests our before their photographs were developed at the local 
Boots.
• And so on.....
They get so carried away until they look at the audience and decide that 
it is ‘impossible *
Theme tune to end scene.
E- booking Conference Theatre Presentation.
“Vision to Reality ”
Three Scenes Back to Back.
Scene One -  Smith & Jones — Two Consultants
Why does nobody like me?
What do you mean - why does nobody like you?
I  mean is it the hair, the accent, the attitude am I  a bad consultant?
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You must look on the bright side...the most that you have ever delayed 
anyone at youftlinic is 15 months....it is not that bad. I ’ve heard o f  a lot 
worse in other hospitals.
Yeah, but you seem to be meeting all the targets...your waiting times are 
down to 9 months and with any tuck you can get those down quickly.
Look why are you behaving like this? Here you are at the pinnacle o f  
your profession and you are sitting here with a gob on! ....racked with 
self-doubt and insecurity. For gods sake pull yourself together!
Well it must be something.
It*s the hair.
The what ...what ...what do you mean the hair>
When was the last time you looked in the mirror? ...and when you did 
what did you really see? Did you see a consummate professional that 
has gained the trust and respect o f  not only his profession but also the 
organisation that he works for? The mover and shaker in the small but 
elite world o f  urological consultancy. A thriving firm  dedicated to offer
the most progressive and up to date service to his customer's.........and
you mustn ’t forget...
What?
At least you*re not a gynaecologist.
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Well I  suppose that is a plus.......and come to think o f  it I  am pretty
significant like being a big fish..
Yes, that’s what you are a big fish...every time you walk down the 
corridor that’s what I  see a big fish. (Pause) Did you ever find  out 
what happened to that patient o f  yours...the one that waited three hours 
after your surgery had finished?
(Thinking) Went home I  think..saw him for weeks later. He had sorted 
himself out by then.. ..any thing that was wrong had passed. (Instantly 
remembering) I  knew that I yd  seen him before..he works at the 
club....drives one o f  those grass-cutting machines.
So ...what happened there then?
Dunno!....given the wrong information I  think....he’d  already waited 13 
and a half weeks fo r the appointment...so he wasn’t well chuffed when I  
refused to see him.
On the way to the go lf club where you?
How did you know?
Well it’s what you always do after your Thursday morning 
clinic...you’re a man o f  routine. You’re more predictable than you  
think. Although le a n  still beat you when its comes to grief over waiting 
lists!
Not a chance — I  have the biggest waiting list in the region,
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But not the longest!., ..that one is mine..(remembering) and to add to 
that Pm  the one who had the patient come in every day o f  the week fo r  
tests.
I  remember that. ..a test a day every day fo r  five days didn’t it take
him a whole day to travel from  home?
Yeah
Awesome
I  suggested that he should buy himself a weekly bus pass...it would have 
saved him a few  quid.... Bad Planning!
Managers!
What about the time you lost the entire records and test results fo r  your 
day clinic?
Ah! Sent them all home in the end. Can ’t do anything without having 
the notes in front o f  you can you!
What did you say to the patients
Systems failure...works well every tim e...ifyou pardon the pun.
They always get grumpy don 9t they?
Always...you have to be firm ...like a rock!
 a rock? what’s that about then?
Look them in the eye...stand firm....instils confidence....
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.... and blame someone else (drumming up the courage)...I was 
wondering...you know.....is that kind o f  behaviour a ....manly thing?
N o...I  don’t think so..it’s ...it’s . . . ( thinking hard)..Professionalism. 
Yeah that’s what it is it’s professionalism!
Suppose it is. So...professionalism...(waiting a while after 
contemplation)., what’s that then?
Well I t’s when you ’re good at what you do!
The following sequence starts slowly and builds up to a fast pace >
crescendo!
Could it also be.... contemplating..thatyou’re customer’s get what they 
want...?
Yeah, yeah .. .I  agree with you there... customers yeah.... they ’re 
important. . . /  suppose.
Giving th em  a good service
(quickly) a good service...
Our customers want a good service!
They want to get to us when they need to!
They want a choice o f  appointment times.
They want one-stop shops.
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(quickly) ..(confirming the good idea) ... one stop shops!
They want to be dealt with efficiently...(new idea)... back-to-back 
services!
Streamlined!..Planned in Advance!
They want to benefit from  the electronic age!
Systems designed to serve!
Integrated WHOLE systems....seamless and smooth!







Yes we are...aren’t we......... (Pause) ...M y hair...what’s that about
then?...
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SFX2 ( Mies OFF)
LX2 ( Slow fade Down)
VT 2 (30 Sec ) Short video intro as lights up 
Selection o f holiday snaps — skiing in Whistler ...end as
LX3 ( Slow fade UP o f lights)
SFX 3 (Mic on)
Scene Two - Sophie's Surserv
Dr Sophie Green addresses the audience directly. She is self confident 
and energetic.
This is the hardest bit isn’t it; I  find it ever so hard to concentrate on my 
first day back at work after a holiday, don’tyou? Especially after such 
a wonderful holiday, it was marvellous; the snow was perfect and the 
weather glorious. We’ve never been to Whistler before, but I ’d certainly 
go again. And do you know I  organised the whole lot from here....on 
the Internet I  booked the hotel, I  booked the flights and I  even 
managed to book a car. I  could even log on to their web site and check 
out the ski conditions before I  left. I  did have a moment o f  panic on the 
way to the airport in case I ’d  pressed the wrong button or something, but 
no, everything worked perfectly/
That isn’t to say that it wasn’t all problem free, oh no, no, no, not at all.
I  treated myself before we left, new skiing outfit, top o f the range goggles 
and the slickest pair o f  skis I ’ve ever set my eyes on. They were a little
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bit pricey but i f  you ’re going to take a sport up seriously, you really do 
need to invest in the right equipment. So you can imagine my horror 
when they didn ’t appear with my luggage when we landed at Heathrow, 
I  was furious, I  had to hang around for ages. It was the hotel’s fault, 
they have this service they provide, they have all your luggage taken to 
the airport fo r  you, supposed to lessen the stress, and somehow my skis 
were left behind at the hotel.
I  really gave the hotel what for, they apologised and said they would 
have them sent to me by courier. I  spoke to a charming gentleman,
Maurice He gave me a personal number, I  can check exactly where
my skis are just by logging on and entering my number.
Well I  could hardly wait, I  checked first thing this morning and it told 
me that my skis were in a holding bay at the airport waiting fo r  their 
flight. I ’ve just checked again and they are in the air above the Atlantic, 
it showed me the exact spot. Isn ’t technology marvellous?
SFX 4 (Mic behind set ON)
Tanoy. Your 1st patient has arrived Dr Green.
SFX 5 (Mic behind set OFF)
OK. Show them in.
SFX  6 (Mic fo r  Mr Brown ON)
Ah Mr Brown, do come in and have a seat, make yourself comfortable. 
Now then what can I  do for you today?
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Well it’s this knee Doctor; I  still haven’t heard anything front the 
hospital. I t’s getting worse, i t’s very painful', and every now and again it 
kind o f  locks. I t’s even given way a couple o f  times. I ’ve been waiting a 
month now and I  wondered i f  you could fin d  out what’s happening and 
hurry it up a bit.
OK, just remind where we are with this one. You’ve had an X  ray,
(looks at screen) yes; I ’ve got the report fo r  that.
I ’ve had a look on the Internet Doctor and I  think it’s definitely my 
cartilage and (reading from  a piece ofpaper) the recommended pathway 
would be to see an Orthopaedic surgeon who would probably do an 
arthroscopy. In the meantime some physiotherapy would be advised.
Very impressive, I  agree with your diagnosis completely.
Look, I  know it’s very difficult having to wait like this, particularly when 
you have an active lifestyle like yourself, but I  have written to the 
orthopaedic consultant The problem is that they are very busy and it’s 
not unusual fo r  it to take 4 - 6  weeks before they get back to you.
Well that’s not too bad, it’s been 4 weeks already so they should be able 
to see me in the next couple o f  weeks then doctor.
Erm, no, sorry, I  think you misunderstood, I  meant that their reply will 
be with you in the next couple o f  weeks, I ’m afraid the routine waiting 
list fo r  orthopaedics is about 20 -  30 weeks.
What!!!
I  know, I ’m very sorry. I  can refer you fo r some physiotherapy, which 
will probably help, but there again they have rather a long waiting list as
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well and I  can’t promise that they will see you before your hospital 
appointment. I 'll do you a referral note and get that o ff  to them ASAP.
And in the meantime?
And in the meantime, I'm  afraid it's the same advice, rest the knee as 
much as you can, I  can give you some more anti-inflammatory tablets 
and take the painkillers as and when you need them.
Well thank you very much for your help doctor.




Doctor picks up phone.
Jane? Sophie. Can you have a look at Mr Brown's notes and let me 
know when his referral letter went o ff  to the hospital? Thanks, and can 
you just give me a quick minute before you send in my next patient. I  
want to quickly book some tickets fo r  Lord o f  the Rings on Saturday 
night.
SFX 7 (All mics OFF) 
L X 4  (Slow fade DOWN)
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Scene Three - Doctor Finley's Laptop
VT 3 (A Country Practice) (1.30 min) > end (Theme music from  A 
Country Practice. Picture o f  Highland Farm setting. Title uDr Finley 's 
Laptop ”. Picture o f  Highland cattle on Scottish fell. Heading, “
Somewhere near Leeds. A short time in the fu ture”. Music fades.
Maggie is on the phone)
LX  5 (Lights fade UP)
SFX 8 (Mic OX)
Maggie
No, no Jeannie! I  cannna gieye the recipe nool We’ve a visit frae Dr Finley to see 
Dougal... Aye Dougals' hernia. Fm awfy worried o f  what he'll have to say, the 
house is an absolute disgrace. Dougal's in the byre and I've no swept through yet 
... and there's a newspaper on the Doctors chair! I 'll have tae call ye back Jeannie.
(Shouting outside)
Dougal, awa in and wash your feet! ... Dougal!
SFX 9 (Mic ON)





Aw a in and wash your feet.
Dougal
Ma feet woman? Its ma stomach woman, not ma feet!
SFX 10 (Mic ON)
Maggie
Wash them feet. You never know, and I  don 7 want to take the risk ofpoor Dr 
Finley having to examine them in their natural state.








Just remember we have an educated man in the hoose, so watch your mooth! 
(Dr Finlay enters, he is carrying a traditional Doctors bag)
DF
Good morning! And how are we both today?
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Maggie
Oh, we*re fine thank you very much Doctor. Aren’t we Dougal?
Dougal
Whit? ... Oh aye we’re fine  ... but I  have this thing on my back Doctor.
DF
Yes I  know Dougal and that’s why I ’m here isn’t it!
Maggie
Oh what are we thinking o f  Doctor, please sit down. Take the weight aff.





You’re sitting on the Doctors chair.
DF
No, it’s alright, you stay there Dougal. Over here is fine.
Maggie




Er ... aye here ye  are doctor, I  was getting up anyway. I t’s er . . .n o  very 
comfortable with ma back.
DF
Thank you. (He sits). W ell...
Maggie
Before you start Doctor can I  get you anything? Cup o f  tea perhaps?
DF
No thank y o u ...
Maggie
A nice piece o f  shortbread?
DF
No really thank you I ’m fine ...
Maggie
A wee drop o f  something fo r medicinal purposes?
DF
No thank you Maggie ...
Maggie
Dougal could slaughter some cattle i f  you fancied a bit o f  roast beef?
DF
No honestly, I ’ve not long eaten breakfast...
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Dougal
(Shouting) For God’s sake woman the Doctor disnae want anything, didye no hear 
him?
Maggie
(Shouting) Well I ’m only trying to make the Doctor feel comfortable!
(Silence)
Maggie
Well Doctor, you were saying?
DF
Yes.. Well Dougal', it’s a straightforward procedure and you ’ll be in and out o f  
hospital in a day. Basically you ’ll attend the clinic and you ’ll see a nurse who will 
prepare you fo r  the procedure, the consultant will carry out the procedure and,
after a short period o f  recovery, the nurse will discharge you from  the clin ic .....
now, do either o f  you have any questions?
Maggie
No, no, that all sounds very clear Doctor, doesn’t it Dougal?
Dougal
Aye, you ’re the doctor, Doctor.
DF
Fine then we’ll just sort out an appointment fo r  you.




Is that one o f  thae computers yo u ’ve got there Doctor?
DF
A laptop yes this is the modern National Health Service, we’ll use it to book your 
appointment at the hospital.
Maggie








Dougal awa andfind somewhere fo r  the Doctor to put his plug.
(Dougal hunts the room fo r  a plug socket. He finds one and Dr Finlay sets up)
Maggie
And does your laptop have a megabyte Doctor?
DF
Its 30 gigabytes, 2.4 kilohertz, Pentium 4!
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Maggie 
Oh, is that so?
Dougal
She disnae ken what a megabyte is Doctor; she read it in her Daily Express!
DF
I t’s all ready. Now what dates are we looking at?
(Silence)
Maggie
Whatever suits you Doctor, whatever you ’re happiest with.
Dougal
Aye, you ’re the doctor, Doctor.
DF
No you see this is a list o f  which consultant is available when and where. For 
example Dr Riley is available at Kinch fo r  a morning clinic on the 24th 9.30am.
(Dougal and Maggie look at each other crestfallen)
Maggie
Aye that’ll be fine Doctor. H e’ll be there at nine thirty sharp.
DF




No, no Doctor, no problem, our son Sandy can probably cancel the flights from  
Canada.
Dougal
Aye, and i f  the restaurant can book in another golden wedding celebration we may 
not lose the deposit on the cake.
DF
No, no, you see clearly that date is inconvenient fo r  you. We have a choice offive  
clinics you can go to, you don’t have to see Dr Riley, you can choose the time and 




Yes within the given framework.
(Dougal considers this)
Dougal




Fm washing the cattle, it has to be done.
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DF
No problem, what about the 2nd with Doctor- ?
Dougal




That’s the most important day in the young farm er’s club calendar. I  wouldn’t miss 
that! They line up all the single girls on one side a n d ...
Maggie
Dougal! The 7th would be grand thank you Doctor.
Dougal
Aye the 7th Doctor. I f  you could arrange that please.
DF




Ye’ve done all that on one gigabyte?
Dougal






(He puts laptop in Doctors bag)








SFX 11 (ALL Mies OFF)
SFX 12 (Dr Finley’s Casebook (Two End) Play 15 Sec Only and then 
Fade DOWN with LX6) (Theme music)






Liverpool Theatre Project Proposal 
Aims
The aim o f  the Theatre Project is to stimulate an awareness using 
Theatre in Education, o f  Mental Health and Young People and the 
Services that are available to them.
This V2  day programme will tour Secondary schools in Liverpool over a 
three-week period.
Local Objectives
• To raise awareness and challenge the stigma about Mental Health and 
Young People.
• To encourage an awareness, benefits and need fo r  early detection.
• To help identify the kind o f  services and pathways to services that are 
available.
• To contribute towards the development o f  a collaborative inter-agency 
approach as part o f  a longer term locally driven strategy.
• To share and collect through Action Research, qualitative and 
quantitative evidence to help develop strategies that will work with young 
people.
Regional & National Objectives
• To lay the foundations fo r  similar projects in other 
localities/communities. (NIMHE to coordinate)
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• To encourage longevity in each project by encouraging community and 
agency interaction. (NIMHE to coordinate)
Location: Liverpool 
Target Group
The Theatre project will target Year 7 and 8 secondary pupils.
One o f  the objectives o f  the project will be to focus on early intervention. 
Current research indicates that there are a number o f  themes that can 
be subject to further detailed research locally.
■ Depression
• Suicide






Many o f  these themes are interrelated although each one can have a 
differently focussed ‘narrative’ in relation to Mental Health and Young 
People and the experience/journeys that they have. They could also f it  
well into the pastoral/core skills programmes that the schools run.
Location One - Liverpool- the context.
In many respects the Theatre project and some o f  the existing provision 
in Liverpool could ‘dovetail’ quite effectively. Liverpool Education 
Department and its partners are currently operating a pilot in 4 
secondary schools with the aid o f  central government funds. This is a
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collaborative approach to dealing with the relationship between 
education, exclusion, mental health and crime involving young people. 
Collaborators involved are; Liverpool Education Department, CAMHS, 
Liverpool Social Services, Merseyside Police, Public Health and Young 
Minds. The approach, methodology and collaboration that they are 
involved in are both progressive and ‘ground breaking’. The Pilot will 
run for two years initially and has already collected an impressive 
evidence base that the theatre project can use.
The Theatre Project
The project will be facilitated, managed and administered throughout 
the 24 weeks o f  its existence. Additional strategic support will be sought 
from  NIHME and the Public Health Department.
The project will involve initial research and evidence gathering - 
bringing the collaborators together (including schools) and identifying 
with the support o f  teachers where and when, given our schedule the 
programme could f i t  into the schools timetable and the School 
curriculum. Ensuring the continued involvement and support o f  all the 
schools post-production is a major priority.
In order to ensure that the process o f  collaboration and the Theatre 
Project reflects the local issues and experience the Theatre project 
research and development process will take around 10 weeks to 
complete. This is important, as there is the need to encourage 
commitment, ensure sustainability and gather evidence from  all the 
stakeholders’ involved particularly young people.
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Recruitment o f  professional devising actors/teachers will then 
commence. Again these skills are specific. We have already had interest 
from  the Small Scale Theatre Sector who have indicated their 
willingness to support the project. Liverpool Institute o f  Performing Arts 
(LIPA) have also indicated an initial interest.
The iCompany (up to 5 actor/teachers including stage manager) will 
then commence the process o f  further research and devise and write a 
Theatre in Education programme for Liverpool Schools. Rehearsals will 
take place over this period. Support in locating suitable premises for  
rehearsals will be needed.
The theatre programme will be ready for launch at a NIHME 
conference expected to be held at Hay dock during the last week o f  
January 2003.By then many o f  the programme components will have 
already been tested with the Pilot schools in Liverpool. As in any work o f  
art the theatre programme will try and reflect the specific needs o f  each 
school community that it visits.
A programme o f  follow up to assess the impact o f  the programme on 
young people will also be devised and will go into schools to gather 
evidence during week 24 (1st week after half term)
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Foreword
The early identification and diagnosis o f  dem entia has 
been a key area for tire A lzheim er’s Society over many 
years. Over lim e there have been  im provem ents but 
members o f  the Society still report difficulties in getting  
proper assessm ents and the co-ordinated delivery o f  
services. That is why this integrated care pathway is so 
helpful.
People with dementia, and their families, face many 
problems living with the condition. Those problem s are 
com pounded by late or inaccurate diagnosis. Yet diffi­
culty in obtaining a diagnosis, or even in getting the early 
symptoms o f memory loss taken seriously, remain a con­
stant concern o f  family members.
This integrated care pathway should help profession­
als to map Lheir services and will provide a guide to fam­
ilies as to what to expect. It stresses early diagnosis, the 
central importance o f the individual, the involvement o f  
their family, and die beneficial outcom es that arise from 
good practice.
The new drugs for A lzheim er’s disease are o f  onlv  
limited efficacy but they have a value for individuals and 
an importance which goes beyond clinical effectiveness. 
T he need for proper diagnosis, assessm ent and m oni­
toring in the prescription o f  these drugs will help  
improve die care o f people with dem entia overall. The 
use o f  the integrated care pathway will enable the deliv­
ery o f  good care practice throughout the life o f  the poi ­
son with dementia.
Harry Cayton 
C hief Executive 
Alzheimer’s Society
A ck n ow led gem en ts
The authors o f this pathway would like to extend their 
heartfelt thanks to the many individuals who volunteered 
their time and expertise to this work and without whom  
it would not have been possible. We would particularly 
like to thank patients, carers and volunteers from  
Wiltshire, the community team at the Victoria Hospital 
Swindon, Kingshill Research Centre, the expert panel, 
die medication consensus group, various health care pro­
fessionals from primary, community and secondary care, 
and the voluntary sector and staff from care homes.
We would also like to thank Abacus International and 
Novartis UK for their logistical support.
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WHY DEVELOP AIM INTEGRATED 
CARE PATHWAY FOR DEMENTIA?
Dem entia is a condition characterised by a progressive 
decline in m ental abilities as a result o f  disease o f  the 
brain, usually o f a chronic or progressive nature, in which 
there is disturbance o f  multiple higher cortical functions, 
including memory, thinking, orientation, com prehen­
sion, calculation, learning capacity, language and judge­
ment. Impairments o f  cognitive function are com m only  
>- accom panied and occasionally preceded by a deteriora­
tion in emotional control, social behaviour, or motivation.
Dem entia is an im portant disorder, with Alzheim er’s 
disease alone being the fourth m ost com m on cause o f  
death in the Western world. The number o f  older people 
in our society is growing and the number o f  over 65-year- 
old-pcoplc is predicted to rise by 10% in the next 10 
years. The greatest increase will be am ong those over 80 
years o f  age. O f those over 65 years o f  age 6% have 
dementia and this proportion rises to 50% for those over 
85 years o f  age.
A recent Audit Commission for Local Authorities and 
the National Health Service for England and Wales report 
(2000) entitled  Forget me not found a wide variation in 
practice and in the kind o f  resources that were available 
and identified that:
“Senices for older people with mental health problems 
are patchy and inconsistent throughout die UK Older peo­
p l e  and dieir carers have often not received die help they 
need when they need it.” (Audit Commission for Ix>cal 
Audiorities, 2000). This appears to be a global situation.
Apart from die suffering o f  those individuals who have 
dementia we must also consider the invisible burden o f  
their carers. O f people who have dementia, 70%; live at
hom e and are cared for by dieir families, friends and dose  
relatives. They need all die help and support they can get.
There is also a stigma attached to dementia. Many of 
die o lder people involved in the developm ent o f this 
pathway have experienced embarrassment or ignorance 
and likened people’s reaction to dementia to the way they 
rem em ber people reacting to cancer many years ago. 
Much has been done over the past decade to reduce the 
fear and stigma surrounding cancer. We would like to 
think that this pathway will help to raise the awareness of 
the general public to the symptoms o f  dem entia ancl 
inform people o f die positive aspects o f  what can be done 
to obtain positive outcom es (Figs 1 & 2).
R easons  for deve lop in g  th e  integrated  
care pathw ay for dem entia
| Ensure an early  d iagnosis
Give appropria te  inform ation to  all involved in 
the  subject, especially  th e  patien t an d  th o se  
caring for them
1 j  Provide equity  of ca re  b ased  on ev idence
Enable individuals to  rem ain independen t and  at 
hom e for as long as  possib le
: Provide an educational resou rce  for all in th e  field
Produce a tem p la te  for service im provem ent 
s tra teg ies
Fig. 1 R easons for developing th e  in teg ra ted  care 
pa th w ay  for dem entia .
P ositive ou tcom es of the integrated care pathway for dem entia
Early s ta g e s M iddle s tag es Late s ta g e s
Inform ed patien ts and  carers T reatm ent of sy m p to m s P roper u se  of resou rces
Well ca tego rised  patien ts Better com m unity  su p p o rt S m o o th er transition  into care
Early trea tm e n t in te rven tions Reduced burden  on carer Dignified decline
Fig. 2 Positive o u tc o m es of th e  in te g ra te d  care p a th w a y  for dem en tia .
F E conom ic b en e fits
Delay in institu tionalisation
R educed co s t of th e  illness overall
Early recognition and diagnosis o f dementia are essen­
tial, yet feat's o f  diagnosis result in late diagnosis. The  
older people we talked to, which included carers, patients 
and well older people, in general expressed their right to 
own their illness and to be fully inform ed o f  their diag­
nosis and prognosis so that they could be in charge o f and 
plan appropriately for their own future.
cholinesterase inhibitors. T hese policy changes need  
grounding in a pathway o f  care where dem entia can be 
treated liolistically and in an integrated way. We hope that 
this heralds the setting up o f  dedicated dem entia servic­
es that are run across all agencies and from which patients 
and caret's can obtain effective and equitable care.
WHAT IMPACT CAN AN INTEGRATED 
CARE PATHWAY FOR DEMENTIA HAVE?
The UK p ersp ective
The National Service Framework for Older People is aim­
ing to standardise services across the UK. Many partici­
pants in the developm ent o f  the pathway considered that 
a service framework for dem entia alone was justified, so 
this pathway goes som e way to rectify dris. A long with the 
service framework com es the National Plan and the 
Response to die Royal Commission as well as the National 
Institute o f  Clinical Excellence decision on anti­
The European p ersp ective
Services in Europe are at m uch the same stage as in the 
UK. with the exception  that o ld  age psychiatrv is not a 
com m on speciality, the work being mainly perform ed bv 
neurolog)' departm ents. T he difficulties highlighted in 
the Forge! me not report are still relevant and this pathway 
is as useful in the European U nion  (EU) as in the UK. 
We hope that European Parliam ent policy concerning  
patients who have dem entia  will change. At present 
dem entia across the EU is considered to be just a com­
m on illn ess. We would like to see its status reconsidered, 
given that A lzheim er’s disease a lone affects 20 million 
EU citizens. We believe that dem entia should at least be
insidered to be a “disability* and attract appropriate 
mefits. Preferably it should be classified as a ‘scourge* 
id receive appropriate attention.
t p. stive
iihough the health care system in the USA is very dif- 
rent from European systems, there are many similari- 
t  As this pathway is written from a patient’s perspective 
s relevant as a guide for all sufferers o f dementia, irre- 
tctive of where they live. D ie principles expressed here 
I derived from American literature as well as the rest 
jihc world, and are com patible with American 
fchiatric Association guidelines. If dementia were to be 
tn a national priority, along the lines suggested for the 
1 those needing care might receive the extra attention 
I f  deserve.
is dev ring world
cwork o( Alzheimer’s Disease International dem on- 
itcs the difficulties for those who have dementia in the 
poping world. Lack o f recognition or acceptance o f  
th a diagnosis, low priority and lack o f  funding ham- 
<rservice development -  and services seem way behind. 
Never, the pathway remains valid, for all the reasons 
|cn above. It can show people what is possible and allow 
tin to make their own conclusions. It may also provide 
tough information for the World Health Organisation 
take definitive action.
HAT IS AN INTEGRATED 
ARE PATHWAY?
re pathways have been developed in a num ber o f
alas and in many different ways. The term ‘care path-
f  is usually used to define a pre-clctermined plan
signed lor patients who have a specific diagnosis. In
is instance it has been our intention to develop an
treed route, based on research evidence where it is
ailable and expert consensus where it is not, from the
riy diagnosis of dementia up to and including con- 
ping care.
When using a care pathway it is important to ensure 
that each patient is viewed as an individual and clinical 
staff still need to use their professional judgem ent when 
making decisions about patient care. Some patients may 
require something different from or in addition to that 
advised in the pathway. Any changes or deviation from 
the pathway should be recorded and the reason for the 
variation specified. The analysis o f  variation is one of the 
most important aspects o f a care pathway because it pro­
vides continuous data on whether care is being delivered 
in the way it has been agreed, which also provides a tool 
for clinical audit.
The developm ent o f  this pathway also strengthened  
the relationships between all those involved in the care 
o f  patients and the relationships between the profes­
sionals and patients and caret's. It is essential that repre­
sentation from all those involved in an individual patient’s 
care are included in the development o f a pathway o f  this 
kind to ensure ownership o f  any decisions made, espe­
cially when this involves a change to current practice.
Although this pathway was developed using the best 
available research evidence, it should be seen as a dynam­
ic document and should be updated and improved as and 
when new knowledge becomes available.
A systematic review o f secondary research and relevant pri­
mary research was carried out from 1975 to October 2000. 
Key words used for search purposes were dementia, 
Alzheimer s, guidelines, consensus, assessment, investiga­
tion, diagnosis, continuing care and elderly (Figs 3 & 4).
nans
Organisations providing secondary research use a variety 
of grading systems. The grading system used in this path­
way follows the star system used in Evidence based briefing 
for dementia (Palmer, 1999), produced by the Royal 
C ollege of Psychiatrist s Research Unit, published in 1999 
as follows:
***Based on at least one well-designed randomised 








Sources searched to provide evidence for the integrated care pathway for dem entia
Evidence Source From To
|--------------- ----
j  All types O xam w eb at the  Centre for Evidence-Based Mental Health All Oct. 2000
W eb of Science All Oct. 2000
TRIAGE All Oct. 2000
OMNI All Oct. 2000
G uidelines AHCPR All Oct. 2000
SIGN All Oct. 2000
APA All Oct. 2000
Royal College of Psychiatrists library & CD ROM: ClinPsych 1998 Oct. 2000
M edline 1991 Oct. 2000
In-house collection All Oct. 2000
Royal College of Psychiatrists Research Unit's Guidelines Bibliography All Oct. 2000
Guideline d a tab ase All Oct. 2000
! System atic 
1 reviews
C ochrane Library, including th e  D atabase of A bstracts of Review s 
of Effectiveness (DARE)
Issue 3 Oct. 2000
NHS Centre for Reviews and  D issem ination (NHS CRD) publications 
(e.g. Effective Health Care bulletins and Effectiveness Matters)
All Oct. 2000
A ssessm ents Health Technology D atabase (at CRD) All Oct. 2000
Technology D evelopm ent and Evaluation C om m ittee (DEC) reports Ail Oct. 2000
! Economic 
j  evaluations
National Econom ic Evaluation D atabase (NEED) (at CRD) All Oct. 2000
! ! O utcom esi |
UK Clearing H ouse on Health O utcom es All Oct 2000
i Critically- A m erican College of Physicians 1991 Oct. 2000
appraised Evidence-based m edicine 1995 Oct. 2000
i  research E vidence-based m ental health Ja n  1998 Oct. 2000
1 1 sum m aries Evidence-based nursing Jan  1998 Oct. 2000
Evidence-based practice Patient-Oriented Evidence tha t M atters (POEM) All Oct. 2000
1 Bandolier All Oct. 2000
I A ggressive Research Intelligence Facility (ARIF) All Oct. 2000
!■ Critically A ppraised Topic (CAT) Bank All Oct. 2000
i 1
The National Preferred M edicines Centre Inc. (PreMec) All Oct. 2000
Other S tanding Medical Advisory Com m ittee All Oct. 2000| Joseph  Row ntree Foundation All Oct. 2000
D epartm ent of Health: Circulars on the Internet (COIN) All Oct. 2000
Relevant voluntary sector o rganisations All Oct. 2000
Fig. 3 Sources searched to  provide evidence for the integrated care pathway for dementia.
Expansions of abbrevia tions  seen  w hen  sourc ing  evidence
ACCG Abstracts of clinical care guidelines
ACP American College of Physicians
AHCPR Agency for Health Care Policy Research
APA American Psychiatric Association
CAT Critically appraised topic
CEBM Centre for Evidence-Based Medicine
CHSR Centre for Health Studies Research (and Department of Primary Care)
DARE Database of abstracts of reviews of effectiveness
EBM Evidence-based medicine
EBMH Evidence-based mental health
EBN Evidence-based nursing
NEED NHS economic evaluation database
NHS CRD NHS Centre for Reviews and Dissemination
OMNI Organising medical networked information
POEM Patient-oriented evidence that matters
RCPsych Royal College of Psychiatrists
RCGP Royal College of General Practitioners
SIGN Scottish Intercollegiate Guidelines Network
TRIAGE Trent Research Information Access Gateway
US DVA & UHSC US Department of Veterans Affairs and University Health Systems Consortium
Fig. 4 Expansions of abbreviations seen when sourcing evidence.
5 **Based 0 1 1  well-designed cohort or case-comrol 
study and recommended with moderate clinical 
confidence.
*Based on uncontrolled studies, consensus and/or 
extrapolated from 1 lie research. May be recom­
mended in certain clinical situations.
This evidence grade alerts the reader to the type of e\i- 
clcncc supporting each statement. However, this system 
should not he taken as the strength of recommendation. 
All recommendations contained in diis pathway are equal-
Ilv strongly endorsed. The recommendations may not, however, be appropriate in every situation and variations ■ will occur. In such instances any variation from the path­
way and the reasons for variation should be recorded.
Variation is fluctuation in any element of a process 
where there is lack of uniformity or consistency in a meas- 
I urc of interest. It is an inevitable part of any process and
occurs everywhere. Variation is an underlying cause for 
differences in quality and can be measured and con­
trolled. By analysing variation it is jxissiblc to describe and 
monitor process performance to determine capability 
and future performance.
CREATING THE PATHWAY -  BREAKING 
DOWN THE WALLS OF SILENCE
Work 0 1 1  the pathway began in autumn 1999 and look just 
over one year to complete. A small group of individuals 
who had experience of dementia held initial talks about 
how the project could develop and became the project 
management team. They identified a list of priorities. 
Among these priorities it was considered that the path­
way should:
Be evidence based where possible.
Involve represen ta (ion of all stakeholders.
Include wider consultation.
Have the patient and carer at the centre of any
change.
Be a commitment to implement.
The project team divided the project into five man­
ageable stages:
Stage 1 -  recognition.
Stage 2 -  assessment.
Stage 3 -  management.
Stage 4 -  review.
Stage 5 -  coping with change.
After a wide consultation period stakeholders were 
invited to join a focus group for each stage. Each focus 
group included membership from primary and second­
ary' care, die health authority, social services, the voluntary 
sector, carers and well patients. There was representation 
from nursing (community psychiatric nurses, district nurs­
es, health visitors and ward nurses), medicine (consultant 
in old age psychiatry, consultant geriatrician and general 
practitioner), physio therapy, occupational therapy, psy­
chology, and speech and language therapy. Individuals 
were asked to join balanced groups that maintained the 
stakeholder mix.
An extensive literature review was carried out and mem­
bers of each group were provided with any available evi­
dence before their first meeting. This meant that 
individuals had time to review the evidence for themselves
and were able to ask for assistance or suppon when apprais­
ing the evidence. Where appropriate the evidence was dis­
tilled and presented in a more accessible way. This way of 
working was important to ensure that nonclinical members 
of die group were not at a disadvantage and would feel able 
to contribute fully in the decision-making process.
Each stage was tackled in sequence starting with stage 
I -  recognition. At the first meeting of each focus group 
the evidence was discussed and best practice agreed. 
Where there was a lack of evidence, consensus was agreed 
based on expert opinion and experience. Working in this 
way m eant that every m em ber of the group was able to 
contribute and challenge decisions, as indeed they did. 
This process fostered a greater understanding of die day- 
to-day difficulties of dementia sufferers and their carers. 
It also gave members of different professional groups a 
chance to develop a greater understanding of their indi­
vidual roles and responsibilities in the care process. This 
resulted in improved working partnerships and a grow­
ing respect, for each other's roles.
Wide consultation was again carried out before the cre­
ation of pathway steps in the format of a flow ch art, which 
was presented to the group at a second meeting for fur­
ther change and development. When each of the groups 
for each stage had completed this process all groups 
assembled to cement the pathway stages together and to 
finalise pathway steps to produce the final document.
Wrork has now begun in Swindon to im plem ent the 
changes!





Flealrh care professionals should be aware of the increased 
incidence and prevalence of dementia with increasing age. 
JGeneral pracritioners and other primary care staff are often 
•he first port of call and should be alert to early signs of 
memory problems, confusion or depression when older 
people seek their advice for any health problem. A recent 
survey of 1()(X) general practitioners carried out by the audit 
commission (Audit Commission for Local Authorities, 
12000) identified that only about one half believed that it 
kvas important to look actively for early signs of dementia 
jand to make an early diagnosis. A similar number stared 
that they did not routinely use any diagnostic tools.
This experience was also described by the participants 
in the development of this pathway. Many patients and 
carers expressed a concern that their early symptoms 
jivere either missed or ignored when they first sought help 
md advice from primary' care. If we are to improve early 
iiagnosis these early concents (Figs 5 & 6) from patients 
and carers must be taken scriotislv.
5 Strength of evidence
^Evidence based guideline, Centre for Health Services 
Research and Department of Primary Care, 1998. 
♦♦Evidence based guideline, American Academy of 
Neurology, 1994.
^Evidence based guideline. Agency for Health Care Policv 
and Research, 1996.
More forgetful of recent events
More likely to repeat themselves
Less concerned with activities of other people
Less able to grasp new ideas
Less able to adapt to change
More anxious about having to make decisions
More irritable or upset if they cannot manage a task
Losing things or getting lost
Change in behaviour
Change in personality
Fig. 5 Early symptoms of dementia.
6CIT >8 AND 4GOS >2
R ation a le
The 6-item cognitive impairment test (6CIT) and four- 
item geriatric depression scale (4GDS; Figs 7 & 8) pro­
vide standardised questions and ways to score them and 
indicate the likely presence of mental health problems. 
They enable early identification of patients showing signs
S tag e  1 -  recogn it ion  of d em en t ia
D e m e n t ia




Yes -  
screen for 
reversible causes
D epression- I 
continue J 







Yes -  
treat and retest
: Treatable cause found
N V
Yes -  


















'I no cognitive 
impairment -  
discharge
Essential tests - No depression/
FBC, U&E, TFT, cognitive
glucose, LFT impairment -  
refer to
Tests to be specialist
considered - team




Fig. 6 Stage 1 -  recognition of dementia. 6CIT, 6-item cognitive impairment test; FBC, full blood count: 4GDS, four-item 
geriatric depression scale; LFT. liver function tests; PCHT, primary care health team; TFT, thyroid function tests; U&E, urea 
and electrolytes; VDRL, venereal disease reference laboratory test for syphilis.
f  dementia or depression so that tliev can be referred or 
reated appropriately.
‘Easy care’ (Pliilp, 1997), which has been piloted in 
17 European countries, uses these tests as part of a holis- 
4c elderly assessment. Given diat this may become a com­
monly used instrum ent it makes sense for the care 
pathway for dementia to start here.
The mini-mental state exam ination is a commonly 
ised instrument, but seems to perform less well than the 
j(TT in early dementia (Brooke & Bullock, 1999).
Evidence based guideline, American Psychiatric 
Association, 1997.
**Evidence based guideline, Agencv for Health Care 
Policy and Research, 1996.
Evidence based guideline, American Academy of 
Neurology, 1994.
^Evidence based guideline, Centre for Health Services 
Research and Department of Primary Care, 1998.
The 6CIT
Score
1. What year is it? Correct j0 Incorrect |011
2. What month is it? Correct j0 Incorrect j01 ......]
i  Remember the following address:
John / Brown / 42 / West Street / Bedford
3. What time is it? Correct 0 Incorrect 3 □|
4. Count backwards from 20 to 1 Correct 0 1 Error 2 More than 1 error 0 □
5. Months of the year backwards Correct 0 1 Error 2 More than 1 error 0 □
6. Repeat the memory phase Correct 0 1 Error 0 2 errors 4 □
3 errors 0 4 errors 0 All incorrect 10 □
Total
------!
1—    —      —
Fig. 7 The 6-item cognitive impairment test (6CIT) -  ©Kingshill Version 2000.
The 4GDS
I'm going to ask you a few questions about how you feel within yourself/in your spirits 
Please answ er 'yes' or 'no '
1. Are you basically satisfied with your life? Yes No
2. Do you feel your life is empty? Yes No
3. Are you afraid that som ething bad is going to happen to you? Yes No
4. Do you feel happy m ost of the time? Yes No
Score 1 for each answer in bold Score [ j □
Fig. 8 Geriatric depression scale -  four-item version.
SCREEN FOR REVERSIBLE CAUSES -  
ESSENTIAL TESTS (FULL BLOOD COUNT, 
UREA AND ELECTROLYTES, 
THYROID FUNCTION TESTS, GLUCOSE, 
LIVER FUNCTION TESTS)
Rationale
Diagnosis o f dem entia is m ade on  the basis of:
Clinical inform ation.
Careful consideration of assessments made, includ­
ing an investigation to exclude possible reversible 
causes such as delirium , acute confusional state 
and depression (Figs 9-11).
It is im portant to diagnose depression because o f the 
probable response to treatm ent. Depression may coexist 
with dem entia in the early stages. Routine blood tests can 
exclude many reversible causes o r point to further tests 
if clarification is needed.
»trer
*** Agency for H ealth Care Policy and Research, 1996. 
**$Evidence based guideline, A m erican Academy of 
Neurology. 1994.
National guideline, Haines & Katona, 1992.
National guideline, Royal College o f Psychiatrists. 1995. 
National guideline, US D epartm ent o f Veterans Affairs 
and University Health Svstem Consortium . 1997.
REFER TO SPECIALIST TEAM FOR FULL 
DEMENTIA ASSESSMENT, 
UDIN6 ALL TEST RESULTS
R -ivfa tion sie
The specialist team or com m unity m ental health team, 
should involve a mix o f professionals, from  consultant in 
old age psychiatry and other medical staff, social workers.
Referral re q u e s t  fo r  dem en tia /m em ory  p rob lem s/cogn itive  im p airm en t
+ Name 
Address
Date of birth _
Telephone
Reason for referral -  what domain of dementia is causing concern:
~] Memory 
i 1 Activities of daily living 
Behavioural problem 
j j Other
Brief h is to ry________________________________________________



























ig. 9 Referral request for dem entia/m emory problems/cognitive impairment. AMTS. abbreviated mental 
est score; 6CIT. 6-item cognitive impairment test; 4GDS, four-item geriatric depression scale; FBC, full blood 
tount; LFT, liver function tests; MMSE, mini-mental state examination; TFT, thyroid function tests; U&E, urea and 































Team contact/key worker Telephone
Fig. 10 Feedback of the memory assessment service. CT, computed tomography: ICD, international classification 








Please complete details below
Insert patient sticker
Date of referral
Date of first appointment
Address
Name Designation Full signature Initials|




ig. 11 Variation form. An example of the kind of form that can be used for recording when it is necessary to deviate from the 














community psychiatric nurses, physiotherapists, occupa­
tional therapists, clinical psychologist, and speech and 
language therapists. The team accept referrals from any­
one with a diagnosis of dem entia or suspected dementia, 
regardless o f age. The team will offer support and edu­
cation to primary care colleagues in the detection of suit­
able patients for assessment, for example the use of rating 
scales such as the 6CIT and 4GDS and the memory assess­
m ent process.
Strength of evidence
♦ ^E vidence based guideline, Agency for Health Care 
Policy and Research, 1996.
***Evidence based guideline, American Psychiatric 
Association, 1997.
**Evidence based guideline, Centre for Health Services 
Research and Departm ent of Primary Care, 1998. 
National guideline, Royal College of Psychiatrists, 1995. 
National guideline, Alzheimer Society of Canada, 1992. 
National guideline, Haines Sc Katona, 1992.
Possible measurements
GP referral rate 
GP attitude/skill survey 
Cognitive score at referral 
Comorbid depression rate 
Referral times 
Use of 6CIT and 4GDS 
Blood tests completed 
Outcome of referral 
Feedback to/from  referrer
Information/education
Flow chart for GPs
Flow chart for users and carers





The memory clinic is part of a multidisciplinary commu­
nity mental health team. Members of the team can 
include psychiatrists, psychologists, community psychi­
atric nurses, social workers, occupational therapists, 
speech therapists and physiotherapists -  plus good admin­
istrative support.
The memory' clinic is a specialist outpatient service 
offering assessment and early diagnosis of memory’ dis­
orders, which, in spite of the name, need not be clinic 
based (Figs 12 8c 13). Assessment usually entails evalua­
tion of medical, clinical, functional and neuropsycho­
logical factors. Clinical assessment is conducted by a 
doctor and involves evaluation of medical and biograph­
ical history, especially drug treatment and cornorbidily 
followed by blood tests and brain scans. A psychologist 
conducts neuropsychological testing with tests to evalu­
ate different areas of cognitive function, for example: 
Boston naming test (BNT).
Hopkins verbal learning test (HVLT).
Shortened national adult reading test (NART). 
Figure recall, story recall and information pro­
cessing.
Mini-mental state examination (MMSE).
FAS verbal fluency test.
•  Shortened version of token test.
•  The trail making test.
Other disciplines may contribute to the clinic assess­
ment as a routine or specialist input (Wright 8c Lindesay, 
1993).
A ssessm ent process
Assessments carried out at home generally provide better 
information about how people behave and communicate 
in familiar surroundings.
Initial assessments are carried out by medic al staff, 
social workers or community psychiatric nurses. It com­
prises a thorough and detailed social history’, mental and 
physical state examination, information about activities of 
daily' living and social circumstances, and a carer profile.
A number of initial screening tools for memory func­
tion. depression, risk factors, physical function and carer 
stress are used. Any comorbid conditions should be iden­
tified and treated. Test results are fed back to the com­
munity team meeting for discussion and further allocation.
After the initial assessment o ther disciplines may 
become involved in contributing to the process. In more 
straightforward cases, the assessment forms the basis for 
immediate rare planning and care management. During 
this process staff record, after discussion with medical 
staff, a provisional International Classification of Disease 
(ICD-10)/DSM-IV diagnosis, and a I lealth of the Nation 
Outcome Scale (HoNOS) score (UK).
Care planning, whether minimal or more complex, is 
facilitated via the care management process. Each care 
package is reviewed as appropriate and the review record­
ed on all agency databases. Teams should agree specific 
standards for responding to referrals and these should be 
monitored.
This assessment process results in a clear understand­
ing of the needs of each individual and the development 
of a plan for addressing these needs that involves the user 








Stage 2 -  assessment of dementia
Patient referred to  sp ec ia list team  and identified as having mild, m oderate or 
severe dem entia or requiring urgent a ssessm en t
ZD
Memory clinic/memory assessm ent 
service appointment
Within agreed local standard
Information given to patients about 
duration and type of tests
I
PhysicalSocial
Mild M oderate S evere Urgent
dem entia I dem entia
I------ - i------


























Physical examination and 
assessm ent of history to 
exclude delirium, 
depression, cardiovascular 
disease and other 
reversible causes
Lying and standing BP
Gross neurological changes
Risk assessm ent
Arrange CT scan (if 
indicated)
Identify benefits of 
medication
— :) XT
Home visit (e.g. within 10 
working days)
Generic assessm ent 
(including MMSE and risk 
assessm ent)
Provide information pack 
for patient and carer
Feedback to specialist 
team for care 
programme approach *


















pack for patient 
and carer
Refer to j Managed by
memory community
clinic teamI ___ _______
Second appointment (e.g. 6 weeks) 





Fig. 12 Stage 2 -  assessm ent of dementia. BP, blood pressure; CT. computed tomography; MMSE, mini-mental 
state examination.
trength of evidence
'^Evidence based guideline, American Psychiatric 
Association, 1997. 
f*Systematic review, darabase of abstracts o f reviews of 
effectiveness, N1IS C entre for Reviews and 
Dissemination, 1998 (from Lachner & Engel, 1994). 
"“Evidence based guideline, American Academy of 
Neurology, 1994.
‘Evidence based guideline, Agency for Health Care 
Policy and Research, 1996.
'‘Evidence based guideline, Centre for Health Services 
Research and Departm ent o f Primary Care, 1998. 
Evidence based guideline, Patterson & Gauthier, 
Canadian Consensus Conference on Dementia, 1999. 
adonal guideline, Alzheimer Society of Canada, 1992. 
lational guideline, Haines & Katona, 1992.
National guideline, Royal College of Psychiatrists, 1995. 
national guideline, US D epartm ent of Veterans Affairs 
and University Health System Consortium, 1997. 
Critically appraised research summary, evidence based 
medicine, 1997 (from Mulligan elaL, 1996).
I Possible m e a su re m e n ts  
lefcrral time to clinic
lild Cognitive Im pairm ent -  mild, m oderate cases -  
numbers of each 
Dkl-noi-arrivc' cases 
liagnosis made
Cognitive, functional, behavioural and global measure­
ments made






information pack for users and carers (assessment 




Marked memory disorders I
Other cognitive disorders


















j Loss of communication
Patient at risk
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People who have dem entia, and  their carers, require 
ongoing support from the community team (Fig. 14). 
Carers are the main supporters of older people who have 
dem entia, particularly in the early stages. They require 
information to help them understand dem entia and die 
likely progression o f the illness. Providing this kind of 
inform ation and  education can reduce levels of carer 
stress and increase their understanding. This information 
should be provided in languages and format that are eas­
ily understood.
Good coordination between health and social servic­
es greatly enhances the quality and effectiveness of serv­
ices provided. Many people who have dem entia have 
complex needs for both health and social care. Working 
together leads to a shared understanding o f each indi­
vidual’s situation. The com m unity m ental health team 
(Fig. 15) has access to a range of flexible services, which 
include botli practical and therapeutic resources to sup­
port users and carers appropriately.
The evidence suggests diat support for caregivers can 
delay nursing hom e placements by its much as one year 
and referral to respite and daycare services may also 
enable individuals to stay at home longer.
When making decisions relating to care, people who 
have dementia should be allowed to exercise their remain­
ing capacities for specific tasks and choices. Denying these 
choices challenges their independence and dignity.
Strength o f ev id en ce
^""Health Technology Assessment, HTA Database; NHS 
Centre for Research and Development, 1998 (from 
Office of Technology Assessment, 1990).
***National guideline. Database of Abstracts of Reviews 
of Effectiveness, NIIS Centre for Research and 
Development, 1998 (from Burckharclt, 1987).
'*** Evidence based guideline, American Psychiatric 
Association, 1997.
*^*Systcmatic review, Spector & Orrell, 1998.
^E vidence based guideline, Centre for Healdi Services 
Research and Departm ent of Primary Care, 1998.
^E vidence based information for patients, Mclzer el al, 
1994.
Critically appraised research summary, Bandolier, 1998.
Critically appraised research summary, Evidence Based 
Nursing 1998 (from Oliver el a l , 1997).
National guideline, Alzheimer Society of Canada, 1992.
National guideline, Haines Sc Katona, 1992.
Evidence based guideline. SIGN, 1998.
National guideline, Abstracts o f Clinical Care guideline, 
1997 (from Post el al., 1997).
P o ss ib le  m e a s u re m e n ts
Referral times
Diagnosis
Care managem ent audit (Fig. 16)
Resource shortfall
Feedback
***Svstemalic Review. NIIS C entre for Reviews and 
Dissemination and Nuffield Institute of Health. 1996.
I
S ta g e  3 -  c a re  m a n a g e m e n t
Patient diagnosed as having mild, moderate or severe dementia
Mild dementia Moderate dementia Severe/urgent dementia
Key worker is memory 
clinic contact
Key worker identified by the team 
The key worker is the main contact
Key worker identified by the team 
The key worker is the main contact
Needs assessm ent
Identify the level of care 
programme approach
Identify resources and match 





Identify the level of care 
programme approach
Identify resources and match to 
need -  record in care 
programme approach
Record unmet need




(regular review with 
feedback and/or referral)
Rapid needs assessm ent
Identify the level of care 
programme approach
Identify resources and match to 
need -  record in care 




Referral to community mental health 
team (within agreed local standards)
HH3
Referral to community 
mental health team (within 
agreed local standards)
Primary care 
























> assessm ent & 
managem ent
Match specialist 
assessm ent to 
resources
Match specialist 
assessm ent to 
resources





'Service for younger people' 
for under 65s
Subject to financial 
assessm ent
Requirement for services to 
be more flexible
Service should have 
enough staff with 
the correct training
fig. 14 Stage 3 -  care management.
The com m unity health care team  m odel
Fig. 15 The com m unity health  care team  model. The central core features of care managem ent -  the overall team 
management should lie here. The outer core includes all specialist services, including medicine. The consultant works as a 
specialist core member, with specific skills that the care managers can call on, but otherwise pursues specialist areas where he or 
she can make maximum use of their core skills of diagnosis and treatm ent -  for example, memory assessm en t centres, 





nsein,r>g se rv ices
© Example of audit of care management
Number Criteria Definition Standard Exceptions
1 Response to be sent to 
patient/carer within agreed 
local standard
A member of the team  will 
respond to either patient or carer 
within time agreed by team
100% None
2 All new referrals to be in care 
managem ent and level 
specified within agreed 
timescale
Care management form and 
checklist to be documented and 
form kept in patient's notes
100% Following 
assessm ent patient 
in no need of service. 
Patient died
, 3 Care plan review to be agreed 
with patient and or carer
Outcome of review to be recorded 
on check form. Form to be signed 
by patient/carer and kept in notes
100% As above. Patient 




Review to take place within 
agreed local standard
Care management review form to 
be completed and kept in patient 
notes
100% Patient dies before 
review or is 
discharged
i 5
Changes identified at review 
to be documented
Changes to be documented on 
review form in objectives column 
and kept in patient notes
100% None
6 Area of need to be identified Need identified and recorded on 
care management form and kept 
in patient notes
100% No needs identified. 
Patient refuses
7 Care m anagem ent objective(s) 
to be identified and 
documented
Objectives recorded and entered 
on check list of needs and kept in 
patient notes
100% As for number 6
8 Outcomes of objectives to be identified at review meeting 
and documented
Outcomes and/or changes to be 
documented on the care 
management form
100% As for number 6
9 Any resource shortfall to be 
identified and documented
Resource shortfalls to be 
documented on the care 
management form
100% As for number 6
Fig. 16 Example of audit of care m anagem ent (a) and expected outcomes (b). These nine items hoid all the information 













Exam ple  of a u d i t  of 
c a re  m a n a g e m e n t
Expected ou tcom e
No. 1 Patients will know their referrals have been 
received, and will be informed when the assessm ent 
will take place. The contacting m ember of the team 
will be able to gauge priority, and the family will 
have a number to contact should needs change, 
thus starting their ownership of the process
No. 2 All assessm ents leading to a care plan will be 
carried out within a reasonable time period, in keeping 
with Department of Health recommended timescales
No. 3  Patients in care m anagem ent will know the 
j maximum length of time until the next formal 
review, plus what the ongoing arrangem ents are. 
They can also call a review at any time if their 
situation changes
No. 4  Review is the harder part to fulfil in a busy 
J  service. This standard ensures it occurs within 
I locally agreed pro forma
| No. 5 Ensures care program m es are updated and 
I recorded as so
No. 6 Identifies that a needs assessm ent has taken 
place and that its outcomes have been documented 
- th is  includes risk. Pooled data show the needs the 
service has identified in the population it has been 
referred. This can be matched to both the expected 
need and the purpose that the service believes is its 
core business
No. 7 Clear objective setting based on the need of 
the individual gives all involved a plan of who is 
expected to do what and when -  giving the patient 
and carer a contract of care. Pooled data show what 
the service is offering, and whether it matches need
No. 8  Measuring the outcomes shows what the 
service delivered and whether it was effective, met 
the need and satisfied those in receipt of it. At this 
stage a satisfaction questionnaire could also be used
No. 9  This measures unmet need. When pooled, 
these data are a good indicator of services that may 
be required and so aid service planning. It is a user 
voice based on actual data
22
Fig. 16 Example of audit of care management (a) and 
expected outcomes (b).
Information/education
Information pack for users and carers (role of commu­





Agitation describes excessive m otor activity with a feeling 
of inner tension; related symptoms include anxiety and 
irritability, m otor restlessness and abnormal vocalisation. 
These symptoms are often associated with behaviours 
such as pacing, wandering, aggression, shouting and 
night-time disturbances. These behaviours occur in 
approximately 90% of patients, so their management is 
an im portant p an  of treating the disorder. Because there 
are many different causes of agitation in dementia, a full 
and careful assessment of possible physical, psychologi­
cal and environmental factors is essential. Not all agita­
tion necessarily requires treatment, so it is important to 
determine whether it is causing significant distress or risk 
to the patient, carers and others. In certain circumstances 
agitation can be an appropriate response to a difficult 
environm ent o r situation. If pharmacological manage­
m ent is indicated the continued need for treatment 
should be reviewed every 3 months (Fig. 17).
Strength of evidence
***A double-blind comparison of trazodone and haloperi- 
dol for the treatm ent of agitation in dementia (Sultzer 
el al., 1997).
^B ehav ioura l m anagem ent in  nursing and residential 
homes (Proctor el al, 1999).
**A random ised trial o f risperidone, placebo and 
haloperidol for behavioural symptoms of dementia. 
(De Deyn el al, 1999).
!i5A consensus statem ent on current knowledge (Finkel el 
al, 1996.
*
T rea tm en t  a lg o ri th m  fo r  ag i ta t io n  in d em en t ia
Agitation
Anxiety/irritability/motor restlessness/abnorm al vocalisation
Exclude medical comorbid problems, pain, drug toxicity and problems with the environment
Is further treatment necessary?
Use nonpharmacological treatment -  carer, staff support 
Look at environmental and social manipulation 
Treat patient with individual tailored programme or more general therapy 
If pharmacology is necessary, treat in subtype and review three monthly
DepressionNonpsychoticPsychoticSleep/wake disturbance
Trazodone/hypnotic AntidepressantMood stabilisers/Neuroleptics (start 
low, go slow) trazodone
Mood stabilisers Neuroleptics
Benzodiazepines Benzodiazepines









C onsensus guidelines for the use of anticholinesterase inhibitors
Who can be treated
Indications: Dementia of Alzheimer's disease type (mild & m oderate)
No specific contraindications have been identified, but consider the following: 
Compliance is essential -  ensure that support is available from other sources 
Should electrocardiogram be checked before com mencing medication? 
Severe asthm a 
Active peptic ulceration 
Other medication
Age
Patients of any age should be considered for medication
When
Medication should begin as early as possible -  even when sym ptom s are mild
Decision for medication should be based on:
Cognitive impairment 
Activities of daily living (ADL)
Behavioural psychological sym ptom s of dem entia (Fig. 19) 
Care giver burden 
Global impression
Review When should medication stop?
Cognitive m easure (MMSE) Must be a clinical decision
Structured m easure of ADL Adverse side effects (approx. 10%) -
Neuropsychiatric sym ptom s -  NPI J \ then try another cholinesterase inhibitor
Unstructured global quality of life Carer's view is crucial
Concomitant medication ,/  Changes in neuropsychiatric behaviour




Fig. 18 Consensus guidelines for the use of anticholinesterase inhibitors. ADL, activities of daily living; MMSE, 
mini-mental state examination; NPI, neuropsychiatric inventory.
Rationale
A consensus for the use of anticholinesterase inhibitors was 
established in March 2000 bv a group of experts in die care 
of people who have dem entia (Figs 18 & 19). The con­
sensus group was comprised of consultants in old age psy­
chiatry and geriatrics and represented approximately 70% 
of UK prescriptions of these drugs at this time. The group 
used a combination o f published evidence and expert 
opinion to develop criteria for medication (Fig. 20), pay­
ing particular attention to the following: 
criteria for medication;
identification of contraindications to medication;
criteria for stopping medication;
criteria for switching from one drug to another.
In c id en ce  of behav ioura l  n eu ro p sy ch ia tr ic  sy m p to m s
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Global deterioration scale (GDS) stages
Fig. 19 Incidence of behavioural neuropsychiatric symptoms in age-associated memory impairment, mild neurocognitive 

















B ehaviours  t h a t  re sp o n d  to  a typ ica l  a n t ip s y c h o t ic s  (r isperidone) v e r su s  t h o s e  t h a t  respond  
to  a n t ic h o l in e s te ra s e  in h ib ito rs  (m e tr i fo n a te ,  g a la n ta m in e  a n d  tac r in e)
t
Behaviour Risperidone M etrifonate G alantam ine Tacrine
Delusions Yes No No Yes?
Hallucinations Yes Yes Yes Yes
Apathy No Yes Yes? Yes
Depression No Yes No No
Agitation Yes Yes? No No
Anxiety No Yes Yes Yes
Euphoria Yes No No No
Disinhibition Yes No Yes Yes
Irritability Yes No No No
Aberrant motor activity No Yes Yes Yes
Fig. 20 Behaviours that respond to atypical antipsychotics (risperidone) versus those that respond to anticholinesterase 
inhibitors (metrifonate, galantamine and tacrine). Metrifonate and tacrine have been withdrawn from clinical use, and data are 
extrapolated from their clinical trials.
TREATMENT OPTIONS IN BEHAVIOURAL 
DISTURBANCE IN DEMENTIA A im s o f  u s in g  a n t ic h o l in e s te ra s e  inhibitors
Start anticholinesterase inhibitors as early as your 
local guidelines suggest (Fig. 21).
Continue anticholinesterase inhibitors if they work 
well in any domain.
If delusions, aggression, agitation, euphoria or irri­
tability occur, use an atypical antipsychotic. If other 
behaviours emerge while on the anticholinesterase 
inhibitor and need to receive pharmacotherapy, 
then add an atypical antipsychotic to treat the 
behaviours that may respond, or other pharm a­
cotherapy where appropriate.
Be careful in dementia with Lewy bodies -  use anti- 
choVvnestcmc inhibitor first.
Review antipsychotic every 12-16 weeks.
Symptomatic stabilisation in all domains
Preservation of quality of life
Delay in em ergence of BPSD
As a first line attem pt to treat early 
hallucinations, anxiety, apathy and aberrant motor 
activity (and possibly disinhibition)
L
Fig. 21 Aims of using anticholinesterase inhibitors. BPSD, 
behavioural psychological symptoms of dementia.
Data for an ticholinesterase inhibitors arc valid 
down to a mini-mental state examination (MMSE) 
score or 10, which is equivalent to a Global 
Deterioration Scale (GDS) o f 6.
If anticholinesterase inhibitors are not available o r 
behavioural psychological symptoms of dem entia 
(BPSD) are presenting in late disease use an atyp­
ical antipsychotic.
Depression needs to be treated  with an antidc- 
prcssant -  preferably a selective serotonin re- 
uptake inh ib ito r (SSR1), serotonin and 
noradrenaline re-up take inh ib ito r (SNRI) o r a 
noradrenergic and selective serotonergic antide­
pressant, no t a tricyclic.
National Institute for Clinical Excellence (NICE) 
guidelines state no initiation if the MMSE score is 
less than 12 (Functional Assessment Staging Tool 
5) (Fig. 22), bu t many patients develop BPSD after 
this.
Specialist initiation
Not to be initiated if MMSE less than 12
Can be continued using shared protocols with GPs i
i All drugs in this class are considered to act 
in the same way
Should not normally be continued when MMSE 
drops below 12
S tre n g th  o f e v id e n c e
As th ere  is no systematic review available for an ti­
cholinesterase inhibitors as a whole o r a com parison of 
one drug  with ano ther it is recom m ended that users of 
this pathway base their decisions on the individual origi­
nal papers available as follows.
C ochrane systematic review of tacrine for A lzheim er’s 
disease, last updated 1992.
Cochrane systematic review of donepezil for Alzheimer's 
disease, last updated 1998.
C ochrane systematic review o f rivastigmine for 
Alzheimer’s disease, last updated 1999.
National Institute for Clinical Excellence Review for 
Cholinesterase Inhibitors, 2001 
Anand, el a l  (1998).
Audit Commission for Local Authorities and the National 
H ealth Service for England and Wales (2000). 
Corey-Bloom, el aL (1998).
Davis, et al (1992).
Doody (1999).
Forette, el al. (1995).
Foster, el al. (1996).
Gauthier, el a l (1998).
Knapp, el al. (1994).
I evv, e la l (1999).
Rogers, et a l  (1998).
Rogers & Friedhoff (1996).
Rosier, et a l (1999).
Schneider (1996).
Shintani 8c Uchida (1997).
Sim (1999).
Wood (1994).
Fig. 22 National Institute for Clinical Excellence 























The evidence suggests dial regular review is essential to 
remain sensitive to the changing needs of a person with 
dementia and their caregiver (Figs 23 & 24). In order to 
offer prompt treatment, assure safety and provide timely 
advice to the patient and family, it is generally necessary 
to see patients at a routine follow-up every 4 to (5 months. 
In the case of an isolated patient or one who has inade­
quate support, follow-up may be as frequent as every 2 
weeks. More frequent visits (once or twice a week) may 
be required for patients who have complex or potential­
ly dangerous symptoms or when specific therapies are 
being administered.
Review usually includes repeat testing of cognitive 
function to determine whether there is any deterioration 
(Fig. 25). Regular functional assessment is valuable to 
determine whether the patient and carer need extra sup­
port. Knowledge of the patien t’s mobility is also vital. 
Follow-up also provides an opportunity to assess the 
carer’s response to changing circumstances. Evidence of 
depression or o ther psychiatric morbidity in the carer 
may be an indication for greater professional support.
S t r e n g t h  o f  e v id e n c e
ss*Evidence based guideline, American Psychiatric 
Association, 1997.
National guideline, Alzheimer’s Society of Canada, 1992. 
National guideline, Haines &: Katona, 1992.
P o s s ib le  m e a s u r e m e n t s






In f o rm a t io n /e d u c a t io n  
Purpose of review
Information pack for users and carers (role of commu­
nity team, specialist assessments, resources and sup­
port available for changing needs)
Software for education
T he B urden  In te rv iew
Time taken 25 m inutes (reviewer's estimate)
Rating by self-report during an assessm ent interview
Main indications
Assessment of the feelings of burden of caregivers in caring for an older person with dem entia
Commentary
Twenty-nine patients with senile dem entia and their 
caregivers were interviewed, and the Burden 
Interview w as com pared with m easures of cognitive 
function (Khan Mental S tatus Questionnaire; Khan et 
al., 1960), a m easure of mental state (Jacobs et al., 
1977), a m easure of the Memory and Problems 
Checklist and activities of daily living as assessed  by 
scales described by Lawton (1971). The am ount of
burden assessed w as found to be less w hen more 
visits w ere m ade by carers to  the patient with 
dem entia, and the severity of behavioural problem s 
was not associated with higher levels of burden. The 
paper was one of the earlier studies to underscore 
the im portance of providing support to caregivers in 
the com munity care of older people with dem entia.
Address for correspondence
Steve Zarit, Gerontology Center, College of Health and Human Development, Pennsylvania S tate University, 
105 Henderson Building South, University Park, PA 16802-6500, USA
Burden Interview
1. I feel resentful of other relatives who could but 
who do not do things for my spouse.
2. I feel that my spouse makes requests which I per­
ceive to be over and above w hat s/he needs.
3. Because of my involvement with my spouse, I 
don't have enough tim e for myself.
4. I feel stressed between trying to  give to my 
spouse as well as to  other family responsibilities, 
job, etc.
5. I feel em barrassed over my spouse 's behaviour.
6. I feel guilty about my interactions with my spouse.
7. I feel that I don 't do as m uch for my spouse as I 
could or should.
8. 1 feel angry about my interactions with my spouse.
9. I feel that, in the  past, 1 haven't done as much for 
my spouse as I could have or should have.
10.1 feel nervous or depressed  about my interactions 
with my spouse.
11.1 feel that my spouse currently affects my rela­
tionships with my other family m em bers and 
friends in a negative way.
12.1 feel resentful about my interactions with my 
spouse.
13.1 am afraid of what the future holds for my spouse.
14.1 feel pleased about my interactions with my 
spouse.
15. It's painful to watch my spouse age.
16.1 feel useful in my interactions with my spouse.
17.1 feel my spouse is dependent.
18.1 feel strained in my interactions with my spouse.
19.1 feel that my health has suffered because of my 
involvement with my spouse.
2 0 .1 feel that I am contributing to the wellbeing of 
my spouse.
2 1 .1 feel that the present situation with my spouse 
doesn 't allow me as much privacy as I'd like.
22.1 feel that my social life has suffered because of 
my involvement with my spouse.
2 3 .1 wish that my spouse and I had a better 
relationship.
2 4 .1 feel that my spouse doesn 't appreciate what I do 
for him/her as much as I would like.
25 .1 feel uncomfortable when I have friends over.
26 .1 feel that my spouse tries to m anipulate me.
27 .1 feel that my spouse seem s to expect me to take 
care of him/her as if I w ere the only one s/he 
could depend on.
28 .1 feel that I don't have enough money to  support 
my spouse in addition to  the rest of our expenses.
29 .1 feel that I would like to be able to provide more 
money to support my spouse than I am able to 
now.








Screen for Caregiver Burden
Time taken 20 m inutes (reviewer's estimate) 
Rating by interview
Main indications
The assessm ent of perceived burden of caring for a person with Alzheimer's disease.
Commentary
The Screen for Caregiver Burden (SCB) is a 25-item 
scale providing scores for objective and subjective 
burden. The form er refers to  the num ber of caregiver 
experiences occurring independently of their distress 
and the latter evaluates overall distress. Internal 
consistency of the  two scales w as above 0.85 and 
test/retest reliability between 0.64 and 0.70.
Construct validity w as exam ined with an explanatory 
method of d istress previously described by the
authors (Vitaliano et al., 1987). Convergent and 
divergent validity were exam ined in relation to 
m easures taken of the patient's clinical condition and 
m easures of anxiety and depression in the carers. 
The scale w as also show n to be sensitive to changes 
over time, and correlate with changes in the sam e 
m easures of the patient's functioning and ratings of 
the carer's mood.
Address for correspondence
PP Vitaliano, D epartm ent of Psychiatry and Behavioral Sciences, University of W ashington, 
Washington DC, USA
Screen for Caregiver Burden (SCB)
1. My spouse continues to drive when he/she 
shouldn't.
2. I have little control over my spouse 's illness.
3. I have little control over my spouse 's behaviour.
4. My spouse is constantly asking the  sam e 
questions over and over.
I have to do too  m any jobs/chores (feeding, 
shopping, paying bills) that my spouse used to 
perform.
I am upset that I cannot com m unicate with my 
spouse.
I am totally responsible for keeping our 
household in order.
My spouse doesn 't cooperate with the rest of our 
family.
I have had to seek public assistance to pay for my 
spouse's medical bills.
10. Seeking public assistance is dem eaning and 
degrading.
11. My spouse doesn 't recognise m e all the tim e.






13. My spouse has got lost in the  grocery store.
14. My spouse has been wetting the bed.
15. My spouse throw s fits and has threatened me.
16.1 have to  constantly clean up after my spouse 
eats.
17 .1 have to cover up for my spouse 's mistakes.
18.1 am fearful w hen my spouse gets angry.
19. It is exhausting having to groom  and dress my 
spouse every day.
2 0 .1 try so hard to help my spouse bur he/she is 
ungrateful.
21. It is frustrating trying to  find th ings tha t my 
spouse hides.
22 .1 worry that my spouse will leave the  house and 
get lost.
23. My spouse has assaulted o thers in addition to 
me.
2 4 .1 feel so alone -  as if I have the world on my 
shoulders.
2 5 .1 am em barrassed to  take my spouse out for fear 
that he/she will do som ething.
Fig. 24 Screen for Caregiver Burden. Reproduced from Vitaliano, etal. (1991). Copyright © The Gerontological Society 
of America.
Stage 4 -  the review
Review is an essential part of a care pathway
The frequency of review may vary from two-weekly to 4-6 monthly depending on 
severity of sym ptom s and level of support
The review
Coordinated and undertaken by care m anager 
Review includes all those who have an important role in the care process 
Usually undertaken at home
Current care plan is discussed, and needs identified and prioritised
New objectives set
Shortfall identified





Activities of daily living 
Carer burden/stress
Feedback to 
care m anager 
and/or key worker
Refer for specialist assessm ent
Feedback to primary care
























COPING WITH CHANGE Strength of evidence
Rationale
As needs change and individuals become more depend­
ent they may need long-term o r continuing care. An 
expert-group consensus concluded that this is likely to be 
as a consequence of the following:
•  Sustained or frequently difficult behaviour.
•  Associated physical illness and sensor)' im pair­
ments, with the individual’s needs not being better 
met elsewhere.
•  Failure to cope or m ore rapid deterioration in 
o ther care settings.
•  Death or incapacity of the carer.
In the first instance patients and carers may be helped 
by the provision of respite care (Fig. 26). The Forget me not 
report recom m ends that H ealth and Social Services 
should between them  ensure that there are sufficient 
places for respite care, with some reserved for emergencv 
situations. It is im portant to ensure that periods of respite 
care do not increase the user’s dependency or reduce 
their well being. This can be achieved by consultation 
with the carer in relation to individual needs.
It is also im portant to continue the process of review 
and communication for the benefit of both the patient 
and the carer.
Patients who have dementia have a terminal illness. It 
is im portant therefore that the use of aggressive life-pro­
longing measures should be discussed with the carers. 
Patients’ values should also be integrated into the process 
of dying.
***Health Technology Assessment, HTA Database, NHS 
Centre for Reviews and Dissemination, 1998 (from 
Office of Technologv Assessment, 1990). 
***Evidence based guideline. Centre for Health Sendees 
Research, 1998.
**Evidence based guideline, American Psychiatric 
Association, 1997.
National guideline, Abstracts o f Clinical Care Guidelines, 
1997 (from Post Sc W hitehouse, 1995).
National guideline, Alzheimer Society of Canada, 1992.
Possible measurements







Inform ation pack for users and carers (review process, 
residential care, loss/bereavem ent support) 
Information pack for residential homes 
Software for education
32
S ta g e  5 -  coping  w ith  ch an g e
Carers' course etc. may 
delay admission
Carers given information 
on residential care, 
including review process 






Factors leading to increased dependence






Loss of main carer 
Increasing behavioural problems
Review identifies the increase in needs
Level of care required identified and resources matched to need
Respite care Specialist knowledge of dem entia care. 
Training provided by specialist team
Care home daycare
Loss/bereavement support 
provided by suitably qualified staff










MINORITY ETHNI C G R O U P S
Rationale
Although the pathway has been developed using die best 
available evidence, it is im portant that it should be devel­
oped to reflect local needs, particularly in relation to the 
local requirements of minority ethnic groups. The largest 
ethnic minority group in the UK is the Indian population, 
followed by the African-Caribbean and the Pakistani pop­
ulation. Ethnic elderly patients who have dem entia face 
problems com m on to all elderly patients, and some spe­
cific to their culture, such as language barriers, customs 
and expectations, and the prospect o f discrim ination. 
Formal services that deal with minority ethnic and black 
families can sometimes be insensitive to cultural norms
and may threaten carers’ well being if the carer role is not 
reinforced appropriately. Sensitivity and awareness are 
needed in all aspects of the services provided.
Stren gth  o f ev id en ce
There is a shortage of evidence relating to minority eth­
nic groups; consultation  o f the following references is 
recom m ended:
Brownlie, 1991.
Cox & Monk, 1990.
McCracken, et a l, 1997.
Rait & Burns, 1997.
Hargrave, et al., 1998.
Espiro & Lewis, 1998.
General information
OUR VISION
The Kingshill Research Centre aspires to improve qual­
ity of life for patients and carers by producing high-qual­
ity research inform ation for use in the development of 
new treatment alternatives.
Workshops
We have a highly skilled team who can oiler workshops 
on any aspect of multiprofessional team development. 
This includes practical help on the developm ent and 
implementation of this pathway. The authors would see 
our workshops as an essential step when developing a 
pathway.
If you would like to know m ore about the KingshillJ O
Research Centre and our work or would like to discuss 
our developm ent work and workshops, please do not 
hesitate to contact us by post, telephone or e-mail at: 
The Kingshill Research Centre, Victoria Hospital, 
Okus Road, Swindon, Wiltshire SN1 4JU, UK 
Telephone: +44 (0)1793 481182 












Alzheimer’s Caring From the Heart
mm .geocities.com /H otSpiings/1159/
Alzheimer’s Disease Education and Referral Centre 
www.alzheimers.org 
Alzheimer’s Disease in Our Family 
m m .rain.org/% 7Ecaspita/ad.htm l 
Alzheimer’s Research Forum  
www.alzforu m .org/
Alzheimer’s Society UK 
www.alzheimers.org.uk 




A Year to Remember
www.zarcrom.com/users/yeartorem/





Dementia Services Development Centre





European Alzheimer Clearing House (EACH) 
www.each.be/introduction/W P5/ethiek.htm 





Mental Health Net -  Aging and Geriatric Resources 
m entalhelp.net/guide/aging.htm  
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a view from the street
CHAPTER 15
Using the  perform ing a r ts  
to facilitate em ergence 
in organizations
Marian Naidoo and Shaun Naidoo
For several years we have been engaged in the use and development of crea­
tive tools and techniques that can be used within organizations to improve 
practice. In this chapter we will describe how creative skills and processes 
can enable clinical practitioners to develop a practical understanding of 
the intrinsic value of identity, communication, relationships, leadership, 
problem solving, group interaction, teamwork, trust and the coping stra­
tegies necessary for working as part of a complex adaptive system.
Key points
•  The creative arts can play a major part in making us become more effec­
tive by focusing on the way in which we as individuals interact both as 
people and professionals,
•  This approach develops transferable skills that can be utilized in the 
workplace using a range of techniques.
•  The emphasis is on the refocus of our perceptions of self, others and the 
context within which we interact as well as the process of interaction 
itself.
Introduction
Against a background of efficiency and productivity demands, life in healthcare 
organizations has become increasingly complex and demanding. The dominant 
management model is based on the machine. This style of management sees 
problem solving as reduction into smaller, more manageable problems. The 
emphasis is on the reduction of uncertainty and a workplace culture that places
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more value oil sta tus and control th a n  team w orking and patien t-centred  caring.
In o u r w ork as clinical developm ent facilitators w ith in  the  NHS and o th er 
healthcare  organizations outside of the  UK, we found ourselves in a role w here 
we w ere constan tly  try ing  to  bridge the gap betw een theory  and  reality. At one 
level we were being asked to  facilitate the  developm ent of new  policies or 
strategies and  a t the next level try ing  to  w ork w ith  clinical team s w ho w ere des­
perately trying to m ake sense of these policies a t the point of im plem entation.
The team s we worked w ith  w ere com plicated in th e ir m ake-up an d  their 
boundaries w ere often fuzzy. In m any cases they  w ere m ulti-professional and 
crossed several boundaries, e.g. social care an d /o r education . Individuals were 
often members of m ore th a t one team  and  tension  and conflict w as a  n a tu ra l 
phenom enon in con trast to the  trad itional organizational m anagem ent perspec­
tive th a t encourages harm ony  and com prom ise. M any health care  professionals 
found it difficult to em brace m odernization and  th e  directives of the  M odernisa­
tion Agency, w hose role is to address the inconsisten t qualities of care  and 
develop more patien t-cen tred  healthcare  provision.
These tensions, w hich are the  source of o rgan izational anxiety, are well recog­
nized in  the  organizational litera tu re . For exam ple, Stacey et al.1 discuss these 
challenges to a c u rren t m anagem ent theory  w here  th e  dom inan t discourse sees 
the role of the m anager as one of ‘rem oving am biguity  and  conflict to secure 
consensus'. Capra2 also refers to  tension, particu larly  th a t experienced by those 
engaged in  creative activity: 'The experience of tension  and crisis before the 
em ergence of novelty is well know n to artists, w ho often find the  process of 
creation overw helm ing and  yet persevere in it w ith  discipline and passion.' 
He emphasizes th a t there  are degrees of crisis and  not all of them  are as extrem e, 
but w hat they have in com m on is uncerta in ty : ‘A rtists and o ther creative 
people know  how  to em brace this uncerta in ty  and  loss of c o n tro l . . .  After pro­
longed im m ersion in uncerta in ty , confusion and  doubt, the  sudden em ergence 
of novelty is easily experienced as a  m agical m om en t.’
We recognized th a t the team s we w ere w orking w ith  had  the potential for self- 
organization and needed to have ow nership of any  changes th a t w ere required  to 
their clinical and organizational practice. In th is chap ter we describe how  we use 
the  creative arts  to enhance  the  quality  of in te rac tion  w ith in  healthcare  o rgan i­
zations and encourage people to  em brace the tension and  conflict th a t is a pa rt 
of everyday life.
Expressing complexity through the 
performing arts
The principles of complexity science are a  key feature of the  creative pro­
cesses th a t artists undergo  in  p u rsu it of their a rt. In the  perform ing arts, people,
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narrative (storytelling), relationships and learning are at the centre of every­
thing we do. Whether actor, dancer, musician, playwright or singer, processes 
and techniques are developed that welcome contradiction, uncertainty, novelty 
and spontaneity as an everyday part of the professional experience.
Actors are trained to develop for themselves methodologies that embrace the 
use of insight and intuition that they can channel back into the creative pro­
cess. Dancers, like actors, are trained to develop techniques that enable them 
to reproduce fractals (dancers call them motifs) that are based on observed 
behaviours and relationships. Indeed, all practitioners in the arts who retain a 
passion Tor their profession have well-developed abilities to put complexity into 
practice in order to explore for themselves and consequently others.
As spectators, we experience the multidisciplinary teamwork and a demon­
stration of complexity science through art as the characters played by the 
actors recreate behaviours, values, contradictions and emotions that have 
been drawn from their observations and life experience. We see the end product 
of a long and sophisticated process that involves the continuing development of 
skills (their very own plan-do-study-act cycles), techniques and understandings 
that launches the creative practitioner on an uncertain journey that offers new  
challenges and learning for the performance team every time.
Creative theatre practitioners, like any other professional, need to ensure that 
as creative entities they maintain their abilities to tap into their creative poten­
tial and apply these techniques to the interactive work that, they engage in 
through each production and processes of preparation for production. They 
‘play’ through a series of games designed to explore different areas or concepts 
that involve people. They explore form and content and the relationship between 
the two in order to identify what would be the most effective relationship to com­
municate their work. They use improvisational techniques to explore their own 
constraints and develop new and innovative ways to create and problem solve. 
They learn to adapt, self-direct and adopt change while pursuing the ideal that 
will always elude them -  perfection; this nevertheless is the process of continu­
ing improvement that is an integral part of the artistic experience.
Rediscovering the creative skills tha t are 
in all of u s
Actors use a variety of exercises and games throughout their education and 
professional development. The purpose of this play is primarily involved with 
the development of creativity and spontaneity.
Human beings are naturally playful. As children we learn and make sense of 
the world we live in through our play. We also use play to explore and develop 
our physical selves in relation to others. Children arc much happier than adults
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to physically express their play; they do not rely solely on words when they are 
creating imaginary scenarios.
Around the time we enter secondary education this process stops and we 
begin to develop our social masks to portray to the world the image of ourselves 
we wish others to see. We very soon forget how to play and even worse find the 
suggestion of play terrifying -  play is silly and reserved for small children. Para­
doxically, our system of education contribu tes to these diminishing abilities as 
we prepare for the world outside of our schools, colleges and universities.
in our roles as clinical development facilitators and educators, we explored 
the possibility that clinical practitioners could use the same creative skills and 
processes to develop a practical understanding of communication, identity, 
relationships, leadership, problem solving, group interaction, teamwork, trust 
and coping strategies for working as part of a complex adaptive system.
We felt very strongly that this development of our creative selves is essential 
when we are looking to improve services, albeit in a ‘scientific’ way. When the 
late physicist, David Bohm, was asked if he saw creativity as a cornerstone of 
science, he replied in the following way:3
. . ,  m any people have realized that crea tiv ity  is an essential pa r t  o f  science. Creative  
insight is required fo r  new steps. I feel that crea tiv ity  is essential not only fo r  
science, but fo r  the whole o f  life.
If you  get stuck in a mechanical repetitious order, then yo u  will degenerate. 
That is one of the problem s that has grounded every  civilization: a certain repeti­
tion. Then the creative energy gradually fades aw ay, and that is w h y  the civilization  
dies.
Applying the creative arts to the development 
of healthcare organization
The NHS has invested a great deal of resources into the creation of models for 
improvement. All these improvement approaches worked on the principle that 
if everything was reduced to its smallest component, we could understand and 
control the system. The process that achieved the improvement wasn’t impor­
tant so long as a structure was developed that could be objectively measured. 
It wasn’t surprising that most improvement projects were seen to be failing, and 
despite the huge amounts of financial support there was concern that nothing 
very much had actually improved.
As so much of the activity within healthcare organizations is non-linear and 
unpredictable, it is important to focus more on relationships and how people 
interact with each other. Lewin and Regine call this relational practice’:4
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Relational practice starts  with you and how you in terac t. . .  It's a practice of devel­
oping personal awareness through reflection and action -  an awareness of our 
impact on others and their effect on us, and being aware of the quality of the rela­
tionship itself and taking responsibility for  ‘i t ’. If ‘i t ’ doesn’t feel right, it needs to 
be addressed.
By engaging clinical teams in creative activities, it is possible to see an improve­
ment not only in the way that they work together as a team but also in the way 
that they transform their services.
The use of image theatre
One of the ways that we would deal with addressing 'it' is with the use of image 
theatre. The group, using a scries of images in a montage style, recreates a 
situation in an abstract way. They have to understand and agree on how each 
of the parts of the image interacts and relates in order to recreate or ‘codify' the 
situation. Having to critically reflect in this way in order to reach agreement 
forces them to ‘decodify’ in order to identify the problem. A better understand­
ing of their reality is usually the outcome of this process (the quality of which 
has a correlation to the quality of the group dynamic) of de-codification with a 
clearer identification of the fractals that affect and contribute to the complexity 
of experience. They are then asked to change the image to the way they would 
like it to look, requiring a recodification of the situation.
Recodification is important as it confirms a number of key factors within the 
process of interaction. It confirms identity either of self or the issues affecting 
self, particularly in the broadest sense. It confirms the power of relationships 
through the process of interaction. It reifies the significance of communication 
as a necessary but nevertheless complex activity, within which lies a whole 
range of useful people-centred skills that can be harnessed and developed organ­
ically to help self, groups and organizations to move forward with clarity:
f/idiWdna/s who were submerged in reality, merely feeling their needs, emerge 
from reality and perceive the causes of their needs. In this way, they can go beyond 
the level of real consciousness to that of potential consciousness much more 
rapidly.
(Frierc. 197()'i)
We approach our creative work in the health service in a similar way as we 
would when working with a new theatre company at the start of an ensemble 
rehearsal process. We take the group through a creative process that begins with 
the individual and the identity of that individual and moves into the relationship
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of the individual with others in the group. Our relationship with the group is 
improvisatory, in constant dialogue with the group as we act and react to their 
needs. It is important to focus both on the body and on the emotions, in this way 
incorporating both the physical and the psychic. Boal also makes this point in a 
discussion on the importance of games and exercises:6
This concept is easily grasped in its  m ost obvious manifestations -  the idea o f  eating  
can produce salivation, the idea o f  making love can produce erection , love can bring a 
smile to the face, hate can produce a hardening o f  the features, e tc . The phenomenon  
is less obvious when it  relates to a particular w a y  o f  walking, sitting, eating, drink­
ing, speaking. And y e t  all ideas, all mental images, all em otions reveal them selves  
physically.
The playing of these games and exercises also demands the use of all of their 
senses; they are encouraged to feel, touch, hear and speak in a way that would 
alert them to those senses in a more heightened way than is usual in our day-to- 
day lives. Here is an example; a person tells another person a story from their life 
that has strong emotional significance to them, especially a situation involving 
a perceived and felt oppression. The teller tells with their eyes closed so that they 
don’t tell the story with any visual feedback from the listener. At the end of the 
storytelling, the teller and the listener (now the copilot) make independent 
image representations of the story using people from the rest of the workshop. 
Here image theatre is used to compare critically two related contents -  that 
told by one and heard by the other. This exercise thus takes the group into 
the phase of using the language of physical imagery (image theatre) as a way 
of externalizing internal states (decodiTying and recodifying) for the purposes of 
discussing perceived differences and similarities.
Improvisation occupies a special place in the range of techniques that actors 
use. It is often used to help solve problems where conventional thinking, par­
ticularly within a creative context, is not working. It is also used to develop 
new ways of working that can be spontaneous and innovative. Through im­
provisation we create relationships with other improvisers that utilize our 
imaginations and explore the differences that exist in relating that lead to crea­
tive emergence. Improvisation happens without the use of complex structures 
and codes, other than those which we bring as individuals.
Conclusion
Complexity science encourages individuals to live within uncertainty. Through 
the use of the creative arts, we have developed creative processes to improve 
provision and bring a quality of interaction across teams and professions that
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science. At its heart are creativity and creative processes and our capacity as 
individuals to transform ourselves through relational practice.
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This report sets out strategic issues and recommendations for 
promoting the use of creative arts and humanities in healthcare.
It builds on the momentum to raise the importance and value of 
the arts and humanities in healthcare, to which the Nuffield Trust 
has been committed since 1997.
A key objective is to influence the integration of the arts and 
humanities within healthcare and generate action by key 
stakeholders. This inter-professional collaborative review contributes 
to the evidence base and identifies key challenges to be addressed. 
Actions proposed include:
o supporting patients and staff in terms of access to and 
confidence in working with the arts and humanities to improve 
patient experience and outcome
o promoting cultures of creativity and innovation and
o continuing a commitment to creative healthcare design to 
improve the healthcare environment.
Creativity is important in today's healthcare but creative arts and 
humanities do not always fit  easily into the target driven NHS. They 
do however bring new opportunities to deliver on healthcare 
priorities. Although the momentum is growing, more commitment 
and action by managers, leaders and decision makers would 
encourage artistic and healthcare communities to work together and 
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Executive Summary
In healthcare, concepts of health and well-being are ever evolving 
and changing. The focus on an overt public engagement with 
healthcare issues demands novel ways of engaging with change.
The aim of this report is to explore this challenging agenda through 
particular lens -  of the arts and humanities.
This report promotes the value of the arts and humanities from the 
patient and healthcare staff perspective, particularly nursing and 
allied health and sets a challenge to both the artistic and healthcare 
communities to work more closely together. It presents an analysis of 
issues effecting the continued development of the arts and 
humanities in health and proposes a series of strategic action 
recommendations for progressing this agenda over the next five 
years.
The report is structured in three main sections. First an introduction 
which sets out the focus and purpose of the report. Secondly 'what 
needs to be done' -  an analysis of the key issues involved in 
promoting the development of the arts and humanities in health. 
Thirdly, recommendations for strategic action to be taken forward by 
a cross section of stakeholders, including healthcare practitioners, 
health organisations, patient groups, education institutions, research 
communities, artists and arts organisations, funders and policy 
makers. The background context, a self assessment questionnaire for 
readers and a bibliography can be found in the appendices at the end 
of the report.
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1 INTRODUCTION
The role of the arts in society is being reimagined with a bold 
emphasis on the capacity of the arts to transform lives and to support 
new ways of working and learning (Cowling 2004). In healthcare the 
arts and humanities are now increasingly seen to have roles in 
enhancing processes of care, healing, and the enrichment of 
person-centred relationships, and as catalysts for cultural change and 
organisational development. Concepts of health are becoming more 
holistic, and the meaning of health in this report includes the 
physical, mental, emotional and spiritual health of patients, and their 
carers, and that of healthcare staff.
The prime purpose of this report is the further development and 
promotion o f the use o f creative arts and humanities in health and 
healthcare practice, practice development, education and research, in 
order to improve the health and well-being o f patients and staff, 
particularly nursing and allied health professions.
The central objectives of the report are:
o to influence the integration of arts and humanities within 
healthcare and generate greater action by stakeholders
o to achieve benefits for patients -  delivering on priorities for 
person-centred services, improving the patient experience, 
patient involvement, and communication
o to enable more effective practice development through 
healthcare practitioners having access to creative arts in 
healthcare practice, education and research
o to stimulate and foster cultures of creativity and innovation 
promoting health and well-being for all.
The report is aimed at a broad constituency all of whom can 
influence and participate in the arts and health agenda: patients and 
carers, healthcare staff, particularly nurses and allied health 
professionals working across acute, primary and community settings, 
artists and facilitators and arts organisations, NHS Trusts and Strategic 
Health Authorities, clinical leaders and managers. Higher Education 
Institutions and educationalists, researchers, statutory bodies, 
professional organisations, charities and funding organisations, and 
policy makers.
The use of the arts and humanities in healthcare sits within the new 
ideas emerging in the field of arts and health, a diverse field of 
practice in a dynamic state of growth. The emphasis in this report is 
on three aspects of this growth, identified through a workshop series 
convened by the Nuffied Trust in 2003:
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o working creatively with patients
o creative learning and creative practice
o creative environments.
For further details about the growth of arts in health over the past 
decade please see Appendix A.
The aim of the workshops was to provide a stakeholder group drawn 
from patient, practitioner and other healthcare groups to support the 
ongoing development of the arts and humanities in healthcare. For 
workshop summaries and attendees please see Appendix B.
The major challenges that emerged out of the 2003 workshops in 
working with the arts and humanities in healthcare included:
o identifying and meeting patient and staff needs
o lack of training opportunities
o access to funding
o lack of staff confidence in using the arts
o the need for supportive environments
o the importance of improving joined up working
o expanding and promoting the evidence base.
The report provides an analysis of the issues raised in the workshops, 
and recommends a programme of strategic action to achieve better 
integration of the arts and humanities in mainstream healthcare 
practice over the next five years.
There is a huge range of arts activities in healthcare, and a myriad of 
good practice examples. The report has not attempted to single out 
examples of practice but refers the reader to the report working 
papers, practice examples and reading lists on the Nuffield Trust 
website, the National Network for Arts in Health website, and other 
relevant websites listed in Appendix E.
STRUCTURE AND PROCESS
This report has been prepared by a steering group (see contributors 
list) who represent different aspects of the arts and health field. The 
steering group meetings and the workshops have been conducted as 
an interprofessional collaborative inquiry (Reason and Rowan 1981) 
into the meaning, purpose and benefits of the areas of arts and 
health covered in this report. Data were gathered through creative 
activities, critical dialogue, steering group notes and papers and 
evidence shared at workshops and steering group meetings. 
Metaphors, visual and word imagery were identified in the data and 
systematic primary and secondary thematic analyses of the data were
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carried out collaboratively, which generated four core themes. These 
themes are explored in the new language tha t is developing in the 
field and are shown w ith  a self assessment questionnaire fo r readers 
in Appendix C. An audit tra il is provided on the Nuffield Trust
The report uses the metaphor o f 'swallows flying high between 
continents' to  express something of the spirit in which the steering 
group worked together over tw o  years to  understand each others' 
'continents'. That is the d iffe rent viewpoints, agendas, priorities, 
concerns and experiences and the diverse languages in which they are 
expressed. A variety of processes were used including values 
clarification, creative visualisation, and creative expression through 
drawing, drama, word imagery and metaphor. The swallows 
metaphor captures the essence of how the group worked in a 
joined-up way in order to  achieve an integrated strategic plan.
Changes expected in UK healthcare depend upon the ability o f staff 
to be creative at work. Managers are looking fo r creative staff who 
can innovate, develop and implement new ideas fo r people centred 
practice and organisation o f healthcare. The NHS Improvement Plan 
(Department of Health 2004) stresses the importance o f improving 
the patient experience, putting people at the heart o f services, and 
shifting the healthcare agenda from sickness towards health by 
promoting health and well-being. Shifting the Balance o f Power 
(Department of Health 2002) places decision making and funding at 
local level now more than ever before. In recent years arts in health 
has been having a profound effect in local programmes on patients 
and staff. This report calls upon health managers, leaders and 
decision makers to share the good practice, build upon it, and 
encourage artistic and healthcare communities to  work together to  
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2 What needs to be done
This section presents key issues for developing arts and humanities 
from the point of view of patients, healthcare practitioners, and 
healthcare organisations, and in terms of actions to support 
education, research and evaluation agendas. The issues are organised 
into two categories:
o creating energy for creative practice/care
o informed creativity.
1 CREATING ENERGY FOR CREATIVE PRACTICE/CARE
This category reflects the expressed need for the arts and humanities 
in healthcare practice and health environments ('practice' refers to 
clinical practice, education, practice development and research).
The importance of patient-centred healthcare was identified as 
paramount in all the workshops, and the impact of the arts on the 
emotional and spiritual lives of patients were recurring themes. 
However there is no one solution to meet the needs of all 
patients -  working with the arts and humanities needs to 
embrace different approaches for different purposes.
For example arts therapy practice is about an intentional therapeutic 
intervention using arts media tailored to an individual's needs within 
a treatment plan. On the other hand, artists work with creative 
processes to meet broader health and well-being needs. These may 
include supporting patients through self expression, building 
connections and support across communities, improving 
understanding of the experience of illness and enhancing 
communication between patients, carers and health professionals.
According to our inquiry, the benefits of using arts in health 
identified by patients include supporting patients and enabling their 
own voice to be heard in relation to their own care; helping to 
recognise expression as a step to health, by reducing isolation and 
fear and validating feelings and experience. Additional benefits seen 
by patients are improving dialogue between patients, carers and 
professionals for better understanding and communication and 
strengthening patient/staff relationships and humanising healthcare. 
Attending to the whole person and providing new ways of improving 
patients' mental, emotional and spiritual well-being are also seen as 
benefits.
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What patients want from arts in healthcare
Patients at the workshops were keen to  see more opportunities for 
patients to  access arts in health and identified the fo llow ing:
o Establishment o f a Patients' Charter to  ensure tha t patients' 
needs are met in the provision o f arts in health including 
patient led creative arts activities, the creation of patient led 
arts organisations, choice o f environment fo r arts activities, and 
access to  arts materials.
o Recognition tha t engagement w ith  the arts embraces d ifferent 
purposes including: expression and communication o f feelings 
and the meaning o f illness; creativity; therapy; recreation; 
appreciation o f art.
o Professional provision o f creative arts and arts therapies by 
competent staff and facilitators in a flexible manner at times 
the patient chooses. D iffering needs o f client groups addressed 
in the way the arts are delivered, w ith  clear objectives, 
adequate assessment and evaluation in place, w ith  experiences 
shared from one group to  another.
o Availability o f the arts to  those caring fo r patients such as 
health professionals and carers to  enhance the ir own 
understanding o f patients' experience, the ir care provision, and 
to  meet their own emotional needs as carers.
o Involvement at an early stage in the design process o f new 
builds, arts programmes and healthcare environments w ith  
patient groups brought together to  influence projects.
Tracy's painting
'This painting is a description of 
how they saw me, the me in the 
hospital bed. As soon as you're 
diagnosed the medical profession 
sees you as being the illness with a 
person attached. Actually you are 
an ordinary person w ith something 
dreadful that has happened to you, 
absolutely dreadful. That doesn't 
mean that all the rest of your life 
isn't carrying on.'
(Published courtesy of MAP Foundation from  
Touching the Rainbow)
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The Healing Touch by M ichele A ngelo  
Petrone
'I need to know that this is my body. And I 
need to know everything that is happening 
to my body. But most of all I need to know 
that you know that w ithin my body there is 
me. Healing is not brought about just by 
medicine. It's not just treatment which cures 
you but all that encompasses the human 
touch.'
(Published courtesy of MAP Foundation from The 
Emotional Cancer Journey)
The use of the arts and humanities in healthcare can impact on 
working lives in terms of professional and occupational health and 
support practitioners in patient centred practice. Projects can also 
contribute to  developing staff leadership potential and self esteem.
A suprising number o f health staff have an artistic background which 
could be harnessed.
The benefits fo r staff identified by workshop participants are the 
release of creative energy necessary fo r effective caring work and 
improving patient centred practice and the support o f practitioners' 
learning, expression and understanding o f d ifficu lt and complex
Sue, Nurse
The footprints in Sue's painting fo llow  her walking down the corridor. 
As soon as she enters the room, through the door labelled illness, she 
sinks because there is no floor. She said 'as there was no support fo r 
her'.
(Published courtesy of MAP Foundation from Moving Pictures)
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issues in innovative ways. Benefits also include enabling 
transformational thinking to  achieve change, development and 
understanding of healthcare practice and the transformation o f 
workplace cultures. Improving healthcare practitioners' well-being 
and the ir own emotional and spiritual health and enabling learning, 
in and from practice, in cost effective ways are also seen as benefits.
What staff want from arts in healthcare
Health staff, educationalists and researchers at the workshops were 
enthusiastic about more opportunities to  use the arts and humanities 
in the ir practice and identified the fo llow ing:
o To have the freedom to  explore d iffe rent uses fo r arts and 
artistic expression in healthcare (music, drama, poetry, painting, 
dance and art appreciation).
o To be encouraged and facilitated to  use the ir creative 
imagination in finding ways o f developing and sustaining 
humanistic caring practices.
o To develop expertise through gaining knowledge and 
experience in working w ith  the arts in healthcare, research, and 
practice development, and in how to  improve practice through 
creative therapeutic relationships.
o To have access to available research and examples of good 
practice, including existing practice in arts therapies, and to  be 
supported by a multi-professional approach. To have the ability 
to assess individual or group needs fo r arts therapy, or creative 
arts activities, w ith clearly articulated objectives, respecting 
patients' views and choices and ensuring a particular 
intervention can benefit the health o f the patient(s) and is the 
right intervention at tha t time.
o To have competence in dealing w ith  unanticipated emotions 
and vulnerabilities tha t can arise through the use of arts, and of 
ethical issues to  be considered in using the arts and humanities 
in patient care.
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It was recognised at the workshops tha t it takes great energy and 
e ffo rt to  develop organisational learning cultures and build creative 
confidence. A confidence tha t inspires staff to  try new things, creates 
passion, enthusiasm and emotional openness and removes barriers to 
creativity. Managers, clinical leaders, teachers, practitioners and 
patients all have a role to  play in developing learning cultures and 
environments which enable the integration o f the arts and 
humanities in healthcare practice.
For example participants identified tha t NHS Trust arts strategies can 
provide a major incentive and support. Committee/management 
infrastructures in healthcare organisations can steer the art and 
design process fo r projects and activities and ensure underpinning 
educational preparation and support. The Modernisation Agenda 
provides a major opportunity to  explore arts in developing practice 
and new ways o f working. Investment in health buildings through 
the Private Finance Initiative (PFI) also provides an opportunity to  
develop creative environments and make art and design part o f the 
new build or redesign. The employment o f artists, art facilitators and 
arts therapists can provide im portant expertise to  energise healthcare 
practitioners and staff.
What is needed to develop creative learning cultures and creative 
environments in organisations
From the workshop data the fo llow ing is identified:
o Acknowledgement o f the potentia l fo r the arts and humanities 
to  benefit patients and staff in healthcare mission statements 
and strategic plans.
o Understanding o f the relevance o f the arts and humanities to  
professional practice in target driven organisations and clarity 
about the most effective approaches to  integrating professional 
artists in mainstream healthcare teams; including support 
structures to  enable staff to  gain new knowledge about the ir 
practice from artistic expression.
o Recognition by managers and clinical leaders tha t they are key 
to  developing confidence in using arts as they can facilitate 
ownership o f creative arts development in healthcare, shared 
vision and the energy and freedom for staff to  act.
o Commitment to multi-professional working w ith  healthcare 
professionals working together w ith  arts therapists and artists 
as members of clinical teams sharing the ir expertise; and to  the 
use o f the arts to support m ulti agency working across 
organisational boundaries and the statutory/non statutory 
sector.
o Continued development o f support networks (such as the 
National Network fo r the Arts in Health) and sources of
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information which can support staff in the use o f arts in 
practice; knowledge about resources -  creative materials, art 
spaces -  needed to  support particular art forms and funding 
organisations (including the NHS, charities, the Lottery, 
academic projects, and special project funding).
Provision of creative spaces (humanising spaces) in health 
environments for patients, carers and staff and understanding that 
art and design practice needs to  reflect local diversity and be relevant 
to  the community. Creative spaces includes architecture, interior, 
product, graphic, and landscape design. Such spaces create 
opportunities for th inking about art and design in terms of the five 
sensory channels, d iffe ren t media (interactive technology, sound, 
visuals etc) and d ifferent materials.
Application o f the use o f ten key creative design requirements for 
working w ith  any client brief on new builds or existing build redesign 
and use o f quality indicators -  see Appendix D.
Encouragement o f healthcare practitioners to  use the environment, 
fo r example gardens or murals, in meeting patient needs.
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2 INFORMED CREATIVITY
This category reflects the need fo r knowledge and inform ation, the 
improvement o f skills and competence, and the continued 
development of the evidence base fo r working w ith  the arts and 
humanities in healthcare practice and healthcare design.
What is needed in relation to education and support
Workshop participants were unanimous in recognising the need fo r 
training and opportunities to  experience the use o f arts in health and 
identified the follow ing:
o A commitment to  developing understanding o f healthcare 
practice and patient experience through the arts and 
humanities in undergraduate curricula, post registration 
training, research, and in healthcare organisations' continuing 
professional development programmes; including consideration 
of artistic expression as a way o f 'being' in healthcare practice 
rather than a technique to  access d iffe rent approaches to  
practice.
o The development o f competency based education programmes 
fo r healthcare staff, art facilitators and artists working in 
healthcare to  ensure necessary skills are in place; and 
workshops to encourage debate, learning and dissemination of 
good practice.
o The further development of networks fo r encouraging links 
between local and national champions (patients, nurses/allied 
health professionals, artists, arts therapists, doctors, educators 
and researchers), mentorship and dissemination o f in form ation 
about creative arts projects and activity. There may be 
opportunities that could be developed between arts fo r health 
training and arts therapies tra in ing in terms of research and 
resources.
o The development o f multidisciplinary standards and guidance, 
and a code of practice to  support art facilitators in healthcare 
so tha t practice in creative arts is accessible, ethical and safe.
Workshop participants debated what is needed to  fu rther develop 
the evidence base. It is clear tha t reliance on established evaluation 
methods to  evaluate creative practice and artistic expression is 
inappropriate as there is inconsistency between the values and 
assumptions underpinning trad itional science and artistic approaches 
to  the development o f knowledge and understanding. There is 
therefore a need to continue to  develop new evaluation 
methodologies that are consistent w ith  artistic and creative values. 
The fo llow ing section considers how the evidence base concerning 
the effects o f using the arts and humanities could be further
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developed. The workshop presentations identified four d iffe ren t 
bodies o f evidence:
o Scientific studies that link patient outcomes (reduction in 
length o f stay, use of analgesics) w ith  single variables such as 
noise, light, colour etc see Staricoff (2004).
o Social science studies concerned w ith  patient satisfaction and 
experience (patients feel more positive, patient/staff 
perceptions influenced and staff retention effect) fo r example 
the research project into the visual and perform ing arts at 
Chelsea and Westminster Hospital (Staricoff forthcom ing) and 
Macmillan Post Occupancy Evaluations (Medical Architecture 
Research Unit 2000). The arts therapies literature has also 
developed a body o f research over the years both qualitative 
and quantitative, which uses the art form  as the focus fo r 
outcomes. See Lee (1989), Payne (1993), Wigram e ta /  (2002).
o Design theories that systematically provide a fram ework to  
evaluate good design. For example the AEDET (Achieving 
Excellence Design Evaluation Toolkit). See NHS Estates website 
below.
o Educational theories tha t enable reflective practice and the 
evaluation o f creative and artistic practice in healthcare.
See Schon (1983), Johns (1993), (1995), Titchen (2004).
Energy spirals clarifying m ystery  
Journeys know n and not 
Organic grow th  buds, earthy energy to  
fly
A workshop participant's painting and a 
poem created in a session exploring the use 
of creative arts in evaluation research. 
Facilitated through visualisation, movement 
and music, such creative expression can access 
experiences, feelings, insights or 
understandings that are otherwise difficult to 
bring out into the open.
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What is needed to continue to develop the evidence base
From the workshop data the fo llow ing has been identified:
o Focus evaluation studies on programmes tha t continue to  
develop and build on what already exists w ith in  arts and health 
practice.
o Conduct evaluations which are grounded in the reality o f 
everyday artistic expression, capture the essence o f creative 
practice and are inspirational in intent. Such evaluations are 
more likely to achieve outcomes tha t can inform the ongoing 
development of the arts in professional practice.
o Nurture novel and creative approaches to  evaluation and 
research. Drawing on multiple qualitative data and the ir 
interpretation, as well as quantitative evidence and its 
measurement, is more likely to  create comprehensive 
understanding.
o Encourage funders to  sponsor evaluations o f artistic expression 
which develop understanding between d iffe rent kinds of 
knowledge (for example practical, theoretical and personal 
knowledge) and the art o f professional practice.
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3 STRATEGIC ACTION 
RECOMMENDATIONS
This section presents recommendations to progress the agenda of the 
creative arts and humanities over the next five years. It sets a 
challenge to practitioners, managers, clinical leaders, and decision 
makers to work together to achieve the benefits of arts and 
humanities for patients and staff. Health practitioners and 
organisations are asked to review their present practice in this field, 
consider the recommendations and identify where and how they 
could take action to achieve more together.
1. Patients, carers, practitioners and artists to consider the value of 
arts in health, examine practice examples, try out new approaches 
and identify ways of working together using creative arts to 
achieve health benefits.
2. NHS trusts to develop Arts Strategies which are developed 
creatively with patients and staff and in partnership with external 
stake holders (in order to lead implementation and influence 
policy makers and other stakeholders) and which:
o support arts-based projects managed by multidisciplinary teams 
involving patients
o increase patient access to art therapists
o employ an arts co-ordinator and artist-in-residence
o empower and allocate funds for patients and carers, healthcare 
staff, particularly nurses, and art therapists to engage with arts 
in health and improvement of health environments
o make provision of spaces for creative activity (humanising 
spaces) for patients, carers and staff
o use a creative arts audit to evaluate progress.
3. Health managers, clinical leaders, patients and staff to find ways 
of creating a culture of creative learning, development, and 
change which includes:
o using creative imagination and arts media to enhance the 
effectiveness of team working and to develop and sustain 
humanistic caring practices
o visioning creative practice solutions with a variety of cross 
disciplinary stakeholders to find common ground for effective 
practice.
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o using the ten key creative design indicators (Appendix D) in any 
client brief or arts project.
4. NHS Trusts and Strategic Health Authorities, with the support of 
the National Network for Arts in Health, Arts Council regional 
offices and local champions, to develop local action and resource 
groups to enable and support patients to lead creative arts 
opportunities themselves and develop a Patients' Charter for arts 
in health.
5. Healthcare leaders to promote discussion and debate using 
arts-based workshops to experience the value and benefits of 
creative arts in health and healthcare.
6. Higher education institutions to develop artistic approaches in 
curriculum design that enable learners to access different sources 
of knowledge and in particular the heart knowledge of human 
caring.
7. Strategic Health Authorities (workforce directorates) and higher 
education institutions to develop competency based educational 
programmes in arts for health for all staff particularly nurses, 
allied health professionals, artists and educationalists.
8. Arts organisations and NHS leaders to find ways of working 
together creatively to:
o integrate the formal arts with the development of artistic 
expression amongst health practitioners
o identify champions for creative arts in health
o develop supporting frameworks
o develop resource packs and distance learning for practitioners.
9. NHS managers and educationalists to provide access for 
practitioners and patients to central databases of information and 
resource materials for all those who wish to extend their 
knowledge and practice through arts and humanities, creative 
expression and creative healthcare design.
10. Statutory bodies and professional organisations working with 
stakeholders in arts and health to consider the development of 
multiprofessional standards and practice guidance for creative 
arts in healthcare.
11. Funding organisations and research communities to work with 
healthcare providers, educational institutions and artists to create 
an infrastructure which supports informed creativity and artistic 
evaluation and research.
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12. Researchers and evaluators investigating the use of artistic 
expression in healthcare practice to embrace a variety of 
methodological perspectives, particularly using creative arts as a 
method to gather, analyse and interpret data and to convey 
findings. These means could be used not only to evaluate the use 
of creative arts in healthcare practice, but also to understand the 
art as well as the science of professional practice.
RESTING PLACE
This report has shared findings and proposed a strategic programme 
of action for promoting the development of the arts and humanities 
in healthcare in terms of: working creatively with patients, creative 
learning and practice, and creative environments. It seeks to 
encourage the flourishing of the current field of practice by inviting 
strategic action to achieve better joined up working, and innovations 
in practice and practice development, education and research. The 
report encourages readers to support the development of this work, 
so that the impact of the arts and humanities from the perspective of 
patients and staff is strengthened, shared, critiqued and developed.
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APPENDICES
APPENDIX A 
REVIEW OF THE BACKGROUND CONTEXT TO THIS REPORT
Since the mid 1980s the King's Fund has supported an Arts in Health 
Forum, which led in January 2000 to the establishment of the 
National Network for the Arts in Health, alongside the London Arts in 
Health Forum. A second major initiative by the King's Fund -  
Enhancing the Healing Environment -  funded nurse led teams to 
work with patients and staff to improve NHS Trust environments in 
London. In 2003, NHS Estates encouraged this initiative across 
England, and have also been supportive in PFI initiatives, encouraging 
the private sector to support the inclusion of arts in new buildings. 
The client health forum of the Royal Institute of British Architects 
(RIBA) has held a conference to encourage an allocation of 1 percent 
of capital costs to the arts.
The value of the arts in the built environment centre around 
changing definitions of health: it is not just about absence of illness, 
nor living longer but about a better quality of life. A more 
sophisticated understanding of the interaction of people and space 
has given rise to the development of architectural theories that 
encompass the importance of individuals, their emotions and feelings, 
and the role of the arts in helping to humanise the health and social 
environment. For a guide to healing environments see Francis & 
Glanville (2001).
The arts therapies cover the state registered professions of Art,
Drama, Music, and in 2004, Dance Movement Therapy. Art therapists 
are trained in an art form, and have a postgraduate training in one 
of the art therapies. Their work is concerned with the individual 
person and her/his health process and treatment. An assessment will 
always take place at the start of treatment in order to determine the 
appropriate intervention. Therapy implies that there will be emphasis 
upon change, and the intention is that treatment will take place in a 
systematic way, moving at the patient's pace and working through 
the art form.
The value of the art therapist role is in providing patients with an 
environment, arts media and the therapist's self in terms of time and 
a clearly defined relationship. The therapist is concerned with 
listening to what a person needs, and in building up an arts based 
therapeutic relationship to work towards areas of positive change 
desired by patients or their carers. The focus is on understanding the 
meaning and therapeutic aims of the artistic creation, and how this 
relates to the patient's life. Work is done in liaison with the 
multidisciplinary team who are responsible for the patient's overall
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healthcare. For research into the arts therapies see Odell-Miller e ta l  
(2002).
In the last twenty years, the role of the artist in healthcare has grown 
significantly, and has evolved into a range of functions. These include:
o working on arts projects to enhance the built environment
o supporting health professionals to engage with their own 
creativity for educational, life-long learning, practice 
development or research purposes
o working with patients as part of arts activities programmes
o supporting patients to share their feelings and views about their 
experience of illness to inform the education of health 
professionals
o working with patients and communities from a heath promotion 
and public and user involvement perspective to support 
communication, health and well-being.
Arts Council England has helped to develop the work of artists in 
healthcare via support given through their regional offices, and 
providing guidance on issues of quality. A national strategy on arts 
and health is currently in development, part of the Arts Council's 
corporate plan 2003-06 (Arts Council England, 2003).
The role of artist as patient, and patient as artist (in a broad sense) is 
a new phenomenon, which has been significantly developed by 
Michele Angelo Petrone of the MAP Foundation (see website below). 
Michele's work has focused both on his own experience of serious 
illness portrayed through painting and poetry to convey the deep 
emotional impact of ill health; and on supporting patients and carers 
to express their own experiences of illness through visual art. This 
work has been used to enable better understanding of the emotional 
aspects of illness amongst health professionals and the importance of 
responding to the whole person, not just their illness. The value of 
this form of work is in how the creative arts can provide personal 
validation of emotions and the sharing of common experiences; act as 
a focus for improving relationships and communication between 
patients and professionals; and provide a way of linking the 'body' 
and 'soul' in healthcare. Examples of artist led projects can be found 
on the National Network for the Arts in Health website below. For a 
detailed overview on working with artists in healthcare see Willis 
(2002).
Since the 1980s, educators in nursing in the UK (influenced by 
practitioners in Australia and the USA) began to integrate the arts 
and humanities into caring curricula, lifelong learning support, and 
reflective practice across nursing disciplines. More recently, this 
movement has been developed further by practice developers, radical 
researchers and educators who work with creative arts media and
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critical dialogue to nurture practice change, support evaluation, and 
distribute research findings.
The range of purposes and benefits for which the creative arts are 
being introduced into nursing practice, education and research 
include:
o freeing up energy and motivation
o bringing heart, soul and spirit into healthcare practice
o accessing self awareness and illuminating values and beliefs
o supporting the learning process for students and advanced 
practitioners
o making knowledge and wisdom available for critical, public 
scrutiny
o developing new knowledge and methodologies
o enabling person-centred collaborative activity
o widening participation in research and evaluation
o getting to the core of patient, user, and healthcare practitioner 
experience, of what matters and is of significance.
A wide variety of arts media are being used: visual media (paint, 
collage and clay modelling), drama, movement, poetry, creative 
writing and music. See recent developments in Baker (2000); Williams 
(2000); Cotter et al (2001); Higgs & Titchen (2001); Freshwater (2002); 
Spouse (2003); Wasylko & Stickley (2003); Naidoo & Naidoo (2004).
From the humanities perspective, the use of literature and extant 
paintings are being used to:
o help student nurses gain insights into the emotional aspects of ill 
health through responding to and discussing paintings or 
literature that convey meaning about the felt experience of 
suffering and illness
o provide a focus or springboard for challenging discussions about 
painful aspects of caring such as loss and death
o offer a means of learning about human reactions to illness and 
how to recognise and deal with them
o present a cathartic process for sharing of concerns and feelings 
amongst practitioners when caring is experienced as particularly 
challenging.
See Sandblom (1995), Kaye & Blee (1997), Crossley (2000).
In the late 1990s the Nuffield Trust embarked on a programme of 
work to raise the importance of the arts and humanities in the
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medical field. This work resulted in two major conferences on the 
Arts and Humanities, and support for a new Centre for Arts and 
Humanities in Health and Medicine (CAHHM), established at Durham 
University (First Windsor Conference for the Humanities in Medicine 
12-13 March 1998; Making It Happen 6-7 September 1999). A 
Nuffield Trust Forum was convened to establish and maintain an 
overview of developments in the arts in community development and 
health, in the arts as therapies, and the place of humanities in 
medical education. Other initiatives in medical humanities include the 
launch of a Medical Humanities Journal (publisher British Medical 
Journal), the establishment of an Association of Medical Humanities, 
through University of Birmingham Medical School, and the setting up 
of the Centre for Medical Humanities at University College London. 
For an account of the development of The Nuffield Trust's work 
within medical humanities see Philipp e ta I (1999); Philipp (2002).
All the above initiatives came together when members of Seizing the 
Fire (a collaborative of practice developers, educators, practitioners 
and researchers, those involved in nursing, social care and mainstream 
education), met with Gill Stephens, formerly Assistant Chief Nursing 
Officer, Department of Health, to discuss ways to promote the arts 
and humanities in nursing and allied health professions. The Nuffield 
Trust agreed to host a seminar in November 2002, the purpose of 
which was: 'to explore the use of creative arts and humanities in the 
development of practice, education and research of nursing, and how 
this could be promoted and encouraged by collaborative work with 
other disciplines and linked with other developments in arts in 
healthcare'. The seminar was attended by nurse academics, 
practitioners, therapists, artists, creative arts practitioners, and 
representatives of a range of organisations within the Nuffield Trust 
Forum. Following the seminar there was agreement on the need for a 
strategic programme of action with an emphasis on:
o benefits to patients and staff
o development of practice, education and research in partnership 
with others.
This strategy resulted in the Nuffield funded workshop series in 2003, 
the outcomes of which are the focus of this report.
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APPENDIX B
WORKSHOP SUMMARIES
The purpose of the workshop series held in 2003 was to act as a 
forum to support the ongoing development of the arts and 
humanities in healthcare. Patients and practitioners, educators, 
managers and researchers in nursing and allied health came to share 
views, experience and evidence, participate in creative practices, 
critique issues, explore accountability at policy and practitioner level, 
and discuss challenges and strategic actions for developing the field. 
Each workshop ran for a day.
The workshops were attended by a wide cross section of people 
including: patients and user group representatives; arts and health 
researchers, project directors and arts coordinators; artists and 
creative arts practitioners; arts therapists and therapy leaders; 
healthcare practitioners; nurse educators, researchers and practice 
developers; health policy representatives; managers; NHS Trust chairs; 
chief executives; architects and interior designers; and representatives 
of professional bodies.
Working Creatively with Patients, 25 June 2003
This workshop was divided into two parts. Three parallel experiential 
sessions were run in the morning, led by a Nurse, an Artist and a 
Music Therapist. The session aims were: a) identification of effective 
practice in using the creative arts and therapy for health and 
well-being of staff and patients; b) exploration of issues involved in 
working with patients from a patient, nurse and therapy view point.
The sessions covered different experiential methods of using the arts, 
ranging from using art as a form of expression in a group, creative 
use of self, visualisation and guided imagery, relaxation and 
mindfulness techniques; to using music therapy techniques to 
understand group process and to work on themes and issues arising 
from the workshop through musical improvisation.
In the afternoon data were gathered by two groups (a patient group 
and a healthcare staff group) by brainstorming the learning raised by 
the morning's sessions, and three scoping papers addressing issues for 
patients, nurses, and therapists circulated prior to the meeting. Issues 
were further developed and strategic actions identified through data 
gathered via discussion in a plenary session.
Creative Learning and Practice for Effective Patient-Centred Care,
27 June 2003
The overall aims of the workshop were: a) exploring ways of 
integrating creative imagination and artistic expression, and 
identifying the most effective ways of using the arts, within and
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across paradigms of learning, practice development, professional 
practice and research in nursing, and b) to use creative approaches to 
generate and come to consensus on strategic action statements for 
this report.
The workshop set out to explore the range of arts and humanities 
approaches being used by participants to facilitate their own and 
others' learning; the benefits to patients, practitioners and 
nursing/allied health education; and the evidence already available to 
show how these approaches can be introduced into professional and 
practice development and how they can make a difference.
In the first part of the workshop, two experiential creative processes 
were facilitated for visioning the use of the arts in education and 
practice and capturing key messages. These were synthesised via a 
discursive concerns, claims and issues framework (Guba & Lincoln 
1989). This was followed by two short presentations on the 
development of the arts and humanities in healthcare education and 
practice development. In the afternoon creative approaches (painting, 
poetry and movement) and analytical/discursive methods were used 
to explore the evaluation of creative arts in education and practice, 
followed by identification of key themes from the day, and reaching 
consensus for strategic action. Data were gathered through the 
concerns, claims and issues exercise, the writing of haikus, and 
photographs of the artworks created by workshop participants.
Creative Environments, 4 September 2003
The overall aim was: to explore how creative environments can 
directly benefit individual health and well-being and patients' 
experience of healthcare. The morning programme consisted of two 
presentations: 'Creative environments' by Susan Francis, Architectural 
Advisor to the Future Healthcare Network at the NHS Confederation 
and NHS Estates, and 'Better by design' by John Wells-Thorpe, 
Chairman, Research Project on Sensory Perception on Healthcare 
Design.
The purpose of the presentations was: to identify the real therapeutic 
benefits of creative healthcare design in terms of both the external 
and internal design environment through examples of practice; and 
to encourage open and informed dialogue between clients, 
designers, and contractors in order to identify creative design 
requirements for any client brief.
Questions raised by the presentations were debated in an open 
forum. In the afternoon two groups (a client group, and a contractor 
group) worked on issues, questions and strategic action required to 
progress creative environments in healthcare, and identified key 
indicators (see Appendix D) for successful creative environments. Data 
were gathered through the presentations, the open forum and the 
working sessions on issues and strategic action required.
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APPENDIX C 
CORE THEMES AND READER QUESTIONS
The thematic analysis of the pre-workshop scoping papers and of the 
data captured and recorded from the workshops generated four core 
themes. This appendix describes the four themes and incorporates 
questions to assist readers to assess and develop their own 
contribution to promoting the use of creative arts and humanities in 
healthcare, particularly nursing and allied health.
The four themes are an overarching theme of engagement and three 
sub themes of learning, practising and being. These themes are 
exemplars of the new kind of language being developed to describe 
engagement with the arts which is often difficult to put into words. 
For example the steering group struggled with integrating the 
languages of the arts and health domains, agreeing eventually to 
make reference to 'heart', 'body and soul', and 'spirit', referring to 
these terms both literally and metaphorically.
The identified themes are integral to the different streams of activity 
presented in this report -  working creatively with patients, designing 
creative environments or using creative media to advance 
professional practice in education, practice development, research 
and evaluation.
The themes provide a way of thinking about and motivation for 
working with the arts which is holistic and includes the soulful, the 
intellectual, and the pragmatic. Working with the arts embraces a 
philosophy of practice that includes the depths of people's feelings, 
relationships, motivation and personal imagery in order to inspire 
psychotherapeutic change in individuals, or structural, cultural and 
practice change by healthcare practitioners and organisations. Creative 
practice embraces ways of supporting patients to communicate the 
lived experience of illness, and the task of working with illness from 
the professional's perspective, and seeks to improve and transform 
understanding and communication between patients and professionals. 
The arts and humanities are also about inspiring practical and aesthetic 
ideas for redesigning healthcare environments. Moreover they are 
being used to generate new methodologies for improving nursing 
practice by using creative methods to support healthcare practitioners 
to reflect on and develop practice, to vision new ways of improving 
services, and to create new knowledge in and from practice.
Engaging: learning through creativity, practising creatively and being 
authentic leads to personal engagement (with all the senses) which 
releases energy and creates a dynamic of self-discovery and 
connection with others. Engaging at all levels -  heart (emotions), 
mind, body, spirit and soul -  generates deep connection with people, 
ideas and action; strengthens relationships based on equality and 
releases creative energy and novel opportunities for engagement.
24
Creative Arts and Humanities in Healthcare Swallows to Other Continents
Questions
- why should someone engage in a creative process? How can being 
creative benefit health practitioners, patients, carers, healthcare 
teams, workplaces, and communities? How do we go about 
introducing creativity into practice? What do we need to do to create 
creative space and place? How much will it cost?
Learning: using creative arts is a powerful way of nurturing soulful 
learning about ourselves and others in the world of practice. This 
learning is seemingly effortless, yet can be transformative and leads 
to effective practice. Learning has the potential to encourage holistic 
reflection and to transform our thinking and action. It provides public 
protection through training and continuing development.
Questions
- how can people learn to be more creative? How can we learn about 
the benefits to the patient, the carer, the team, the workplace, the 
organisation? What kinds o f things can be achieved? Who is available 
to help develop creativity, and who else has developed these skills 
and worked liked this?
Practising: re-framing practice and practice contexts by bringing 
together a variety of creative approaches and methods at macro and 
micro levels in healthcare to nurture novel ways of working and 
engaging with others. Practising is about reframing traditional 
boundaries between services and developing new combinations of 
services in more dispersed settings closer to where people live and work.
Questions
- how can we use the creative arts to make care more person-centred 
and develop creative person-centred relationships; evaluate and research 
practice; innovate and develop practice and disseminate evaluation and 
research findings and the outcomes o f practice development?
Being: being is about the creative use of self, freedom to create, 
emotional, psychological and spiritual literacy, emotional and spiritual 
well-being and the linking of body and soul. Being authentic in 
relationships and through creative expression, enables reflective 
engagement and human flourishing.
Questions
- How can people be helped to live values o f being creative? How can 
the arts help people to become more person-centred as a way o f  
being in their everyday work? How can we use the creative arts to 
help illuminate the way we are as we work with patients, carers, 
teams, workplaces, organisations, so that we can expose it for critical 
scrutiny and review?
These questions can be answered by the arts and health communities 
working together, identifying common goals, and sharing expertise.
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APPENDIX D
DESIGN INDICATORS FOR CREATIVE ENVIRONMENTS
These indicators were developed by participants at the Creative 
Environments workshop. They can be applied when designing new 
creative environments, but may also be of value when designing a 
new arts in health programme.
The ten key creative design requirements are:
o the importance of integrating art in the design from the start
o the importance of hospital and community patronage and 
sustainability
o a clear understanding of the care group and the care process
o the relationship of the building to the social and physical 
surroundings eg visual impact on the surrounding buildings, 
and social impact on the community
o the need to humanise environments with all the senses -  smell, 
visual, auditory, touch and taste
o the need for accessibility for all users
o the need to create a sense of welcome
o the need for functional spaces that are adaptable over time
o the importance of providing patient empowerment and control
o the importance of communication and way finding eg 
appropriate language and understanding the journey
Design Quality Indicators
Design quality indicators (DQIs) for health are now captured in the 
Achieving Excellence Design Evaluation Toolkit (AEDET -  see 
www.nhsestates.gov.uk) and consist of three parts: functionality, build 
quality and impact or 'delight'. These toolkits are being developed as 
common indicators for health buildings in Europe.
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APPENDIX E
WEBSITE RESOURCES
www.admt.org.uk Association of Dance Movement Therapy
www.apmt.org Association of Professional Music Therapists
www.artsaccess.org.nz Innovative New Zealand charity working with the arts
www.artscouncil.org.uk Arts Council England
www.baat.org British Association of Art Therapy
www.bsmt.org British Society for Music Therapy
www.commonknowledgenet.co.uk Tyne and Wear Common Knowledge Arts Programme
www.creativecommunities.org.uk Centre for Creative Communities
www.creative-remedies.org.uk Staffordshire and West Midlands Arts for Health 
programme
www.dh.gov.uk/publications Department of Health publications
www.dryw.freeserve.co.uk/BADTh.htm Dramatherapy Association









www.lapidus.org.uk Association for the Literary Arts in Personal 
Development
www.limeart.org LIME's arts projects, Manchester based
www.mapfoundation.org Michele Angelo Petrone's website
www.mhrd.ucl.ac.uk Medical Humanities Resource Database at University 
College London
www.mmu.ac.uk/artsforhealth Manchester Metropolitan University artsforhealth site
www.nnah.org.uk National Network for the Arts in Health
www.nhsestates.gov.uk NHS Estates. A database of 500 studies which link 
environment and outcomes is available through the 
Knowledge Information Portal (compiled by Bryan 
Lawson and Michael Phiri at Sheffield University)
www.nuffieldtrust.org.uk The Nuffield Trust
www.rcn.org.uk/resources/
practicedevelopment
Royal College of Nursing Practice Development site
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The N u ffie ld  Trust
F O R  R E S E A R C H  A N D  P O L I C Y  
S T U D I E S  I N  H E A L T H  S E R V I C E S
The arts and humanities are now  increasingly seen to  have roles in enhancing processes o f care, 
healing, and the  enrichm ent o f person centred relationships, and as catalysts fo r cu ltural change and 
organisational developm ent in healthcare. This report promotes the benefits o f the  arts and 
humanities and creative healthcare design from  the po in t o f view o f patients and healthcare staff, 
in particular nursing and allied health professionals, and artists and art therapists. It describes the  
challenges and ways fo rw ard  to  achieve be tte r in teg ra tion  o f the  arts and humanities in the  health 
environm ent and in healthcare practice, developm ent, education and research.
